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THIRD WALTER REED OVERSIGHT HEARING: 
KEEPING THE NATION’S PROMISE TO OUR 
WOUNDED SOLDIERS 


WEDNESDAY, SEPTEMBER 26, 2007 

House of Representatives, 

Subcommittee on National Security and Foreign 

Affairs, 

Committee on Oversight and Government Reform, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 10 a.m. in room 
2157, Rayburn House Office Building, Hon. John F. Tierney (chair- 
man of the subcommittee) presiding. 

Present: Representatives Tierney, Lynch, Higgins, Yarmuth, 
McCollum, Van Hollen, Hodes, Welch, Waxman [ex officio], Shays, 
Platts, Turner, Westmoreland, and Davis of Virginia [ex officio]. 

Also present: Representative Norton. 

Staff present: Roger Sherman, deputy chief counsel; Brian 
Cohen, senior investigator and policy advisor; Daniel Davis, profes- 
sional staff member; Teresa Coufal, deputy clerk; Caren Auchman, 
press assistant; Dave Turk, staff director; Andrew Su and Andy 
Wright, professional staff members; Davis Hake, clerk; Dan Hamil- 
ton, fellow; David Marin, minority staff director; A. Brooke Ben- 
nett, minority counsel; Grace Washbourne and Janice Spector, mi- 
nority senior professional staff members; Christopher Bright, mi- 
nority professional staff member; Nick Palarino, minority senior in- 
vestigator and policy advisor; Brian McNicoll, minority communica- 
tions director; and Benjamin Chance, minority clerk. 

Mr. Tierney. Good morning, everybody. For some reason Mr. 
Shays has been unable to extricate himself from his other commit- 
tee, but I expect him to be over shortly, and Mr. Davis, as well. 
We don’t want to hold you gentlemen up. You have been kind 
enough to come here and give us your time, and we appreciate 
that. 

We are going to begin our hearing entitled, “Third Walter Reed 
Oversight Hearing: Keeping the Nation’s Promise to Our Wounded 
Soldiers.” 

I am going to ask unanimous consent that only the chairman and 
ranking member of the subcommittee and the chairman and rank- 
ing member of the full Oversight and Government Reform Commit- 
tee be allowed to make opening statements. Without objection, that 
will be ordered. 

I also ask unanimous consent that the written statement of 
former Senator Bob Dole and former Secretary Donna Shalala, Co- 
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Chairs of the President’s Commission on Care for America’s Re- 
turning Wounded Warriors, be submitted for the record. Without 
objection, that also is ordered. 

[The prepared statement of Senator Bob Dole and Secretary 
Donna Shalala follows:] 
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TESTIMONY OF 
Bob Dole 
and 

Donna E. Shalaia 
Co-Chairs 

PRESIDENT’S COMMISSION ON CARE FOR AMERICA’S 
RETURNING WOUNDED WARRIORS 

For the Record 

UNITED STATES HOUSE OF REPRESENTATIVES 
SUBCOMMITTEE ON NATIONAL SECURITY AND FOREIGN AFFAIRS 

September 26, 2007 


Mr. Chairman and members, on behalf of the President’s Commission on Care for 
America’s Returning Wounded Warriors, we respectfully submit this testimony for the 
record. 

During the four month tenure of our Commission, we learned much during our 23 site 
visits, first-hand interviews with injured service members and their families, discussions 
with health care professionals, from military and veterans’ service organizations, from 
the many recommendations from previous task forces and commissions, and our own 
survey of injured service members. From this information came the six 
recommendations that we presented to the President and the American people in July 
2007. These recommendations fundamentally change the military and veterans’ health 
care and services. They include: 

• 'fhe first major overhaul of the disability system in more than 50 years; 

• Creation of comprehensive recovery plans with recovery coordinators; 

• Strengthen support for families; 

• Improvement of TBI and PTSD cai'e for service members and veterans; 

• Rapid transfer of information between the DoD and VA; and 

• Support for Walter Reed through 2011. 

Within these 6 major recommendations are 34 actions steps, of which only 6 require 
Congressional action. The remaining 28 action steps can be implemented by the 
Departments of Defense and Veteran’s Affairs; these are the focus of our testimony. 


1 - 
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Our approach was to look at the system of care from the patient’s point of view. In doing 
so, it became clear that our wounded warriors are not only facing difficult days of 
recovery and rehabilitation, but difficult to navigate and confusing bureaucratic systems, 
Patients need to focus on getting well not on when the paper work needs to be filed or the 
right form completed. We believe the solution is for every patient to have a clearly 
defined recovery plan initiated by those directly involved in his or her care and managed 
by a Recovery Coordinator. This individual, cross-trained in DoD and VA benefits and 
services, would work with medical personnel, existing case managers and other personnel 
to ensure that the service member receive all the appropriate resources in order to recover 
and rehabilitate. To accomplish this task, these individuals will need the appropriate 
authority from each Department and the independence to act for the patient’s best 
interests. Sometimes that may mean obtaining the best care for a patient with a specific 
problem in the private sector. We believe it unwise to determine the “correct” case load 
for these Recovery Coordinators. The case load should adjust according to the patients’ 
needs, not an arbitrary target. We also believe that placing the Recovery Coordinators in 
an elite unit of the Public Health Service will ensure independence. 

Restructuring the disability evaluation and compensation system requires the DoD and 
VA to work together to develop a single physical exam to be administered by the DoD. 
This comprehensive physical exam, based on Jointly developed standards and 
administered by specially trained physicians, will allow the DoD to determine if a service 
member is fit to serve in any military capacity and the VA to determine a disability rating 
based on the findings of the physical. Having the DoD administer the physical exam 
creates the baseline of documentation needed by every veteran applying to the VA down 
the road for additional rating or compensation based on events that occurred during 
service. This approach builds on the success of the DoD and VA’s joint Benefits 
Delivery at Discharge (BDD) program. The BDD program allows medically separating 
or retiring service members to file for VA service-connected disability compensation up 
to 1 80 days before discharge. The average time to complete a claim under this program 
is only 68 days, a significant improvement over the average of 180 days for claims filed 
through the normal channels. 

We have also recommended a change in the structure of VA disability compensation 
payments. These payments would be in addition to a DoD annuity payment for those 
discharged on the basis of being medically unfit for duty (based on rank and time in 
service). Furthermore, each disabled veteran would be able to select one of two transition 
payments: three months of basic pay or an enhanced stipend to obtain additional skills in 
an approved educational or training program. Our recommended stipend would replace 
the current VA provided stipend for those enrolled in vocational rehabilitation programs. 
The amount of our recommended stipend would be determined by a study and is likely to 
be higher than the currently provided VA stipend for this program. To encourage those 
enrolled in these programs, we recommend a bonus payment for each of the first three 
full years completed. We also recommend extending the time allowed for completion of 
these programs from the current 48 months to 72 months, with the approval of the 
vocational counselor and the Recovery Coordinator. This allows additional flexibility in 
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the time it takes to complete the programs and accommodates those who might need 
additional hospital care or who need or want to work part-time. 

All of the returning wounded warriors we spoke with wanted to return to a productive 
life. We strongly believe that by investing in these men and women upfront, not only 
will they be better off, but we will see a surge in productivity second only to that 
occurring after World War II. Our Nation will be stronger and our veterans will thrive. 

We also call for the VA Schedule for Rating Disabilities to be updated - and maintained 
- to reflect current medical diagnoses and advances. It is simply inappropriate, and a 
disservice, for veterans to be rated using a system with components that were last updated 
in 1945. The schedule must also be revised to reflect the impact of injury or illness on 
the quality of life of the veteran. 

As part of our call for strengthening support for families, we recommend providing the 
necessary training lo family members caring for an injured service member. Injured 
service members just want to go home, no matter how complex the injuries. Not only do 
family members need to learn how to change dressings, safely transfer an individual from 
a wheelchair to a bed, but they need to be taught to look for problems that might develop. 
When problems do develop, they need to be able to quickly reach appropriate care, and 
they need better information about the availability of help in their community. 

We understand that the electronic transfer of medical records between the DoD and VA 
has been an area of specific Congressional concern. Many are calling for a single system 
between the two Departments. We do not believe that this is the answer. The DoD and 
VA can, and should, move more quickly to electronically transfer important clinical and 
benefit data to those who need it. We firmly believe that 80% of the needed information 
can be electronically transferred within the next year. It may not be truly interoperable, 
but it can get to users who need this information to make decisions about benefits and 
clinical care. Meanwhile, the current efforts to move toward fully integrated and 
interoperable systems should continue. Mandating a move to a single system will be 
costly and delay interoperability even more. 

We also recommend a user-friendly, individually tailored seivices and benefits portal for 
service members, veterans, and family members. This password protected site should 
provide relevant information about federal, state and local benefits, programs, and 
services based on the user’s profile. Users can view their medical appointment schedule, 
send and receive messages from their medical team, and view their medical history. 

They can plan for retirement or find out what veteran’s benefits and programs exist in 
their state of residence. And, most importantly, they don’t have to sift through a pile of 
brochures or read through screen after screen of online information to find what is 
relevant for them. It is a contemporary solution for information dissemination. 

Finally, with 20% of our wounded going directly to Walter Reed, we recommend that 
appropriate resources be made available through 2011, The mechanisms already exist to 
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recruit and retain first-rate professionals at Walter Reed - the DoD simply needs to 
implement them. 

We have been truly heartened by the response our report has received in the White 
House, the halls of Congress and throughout the country. The nation has rallied behind 
the need to help those who have put their lives on the line in service to our country - and 
we are optimistic that Congress and the Administration will move quickly to respond to 
this need by enacting our recommendations. 

We thank the Subcommittee for its interest and look forward to working with you to 
ensure that our injured service member receive the care they deserve. 


Bob Dole 


Donna E. Shalala 


- 4 - 
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Mr. Tierney. I ask unanimous consent that the gentlelady from 
the District of Columbia, Representative Eleanor Holmes Norton, 
be allowed to participate in this hearing. In accordance with our 
rules, she will be allowed to question the witnesses after all official 
members of the subcommittee have first had their turn. 

I ask unanimous consent that the hearing record be kept open 
for 5 business days so that all members of the subcommittee will 
be allowed to submit a written statement for the record. Without 
objection, that is all ordered. 

Good morning. On March 5th, we held a hearing at Walter Reed. 
At the medical center, we heard from Specialist Jeremy Duncan, 
from Annette and Dell McCloud, and from Staff Sergeant Dan 
Shannon about their experiences with military health care — the 
mold, the red tape, the frustrations; all of the situations that were 
reported that have frustrated all of you, as well as members of this 
panel. 

In preparation for the hearing today, we reached back out to all 
of those witnesses to find out what was going on with them, to ask 
if there was anything else they needed for help, to get their take 
on how things have improved or not improved, and what our com- 
mittee needed to focus on, in their opinions, with respect to our 
sustained and hopefully vigorous oversight. 

Jeremy Duncan is at Fort Campbell fighting to rejoin his unit 
overseas in Iraq. Annette and Dell McCloud have noticed some im- 
provements, but they are still navigating through the retirement 
compensation process. And Sergeant Shannon’s most recent experi- 
ences with military health care were recounted in the Washington 
Post less than 2 weeks ago. He is trying to leave Walter Reed, but 
he has faced some additional bureaucratic roadblocks, which I 
think General Schoomaker can report have been overcome at this 
point in time. 

Sergeant Shannon did tell us something that I think gets to the 
heart of this matter, and he said recommendations mean nothing 
until something is done with them. That is exactly what this over- 
sight is all about. 

At an April 17th hearing, we heard the recommendations of the 
Defense Secretary’s Independent Review Group. Since then, the 
President’s Commission, led by former Senator Dole and Secretary 
Shalala, issued their own recommendations. 

The purpose of today’s hearing will be to ensure that these rec- 
ommendations and the human faces and stories of our Nation’s 
wounded soldiers behind them, aren’t ignored or forgotten, which 
unfortunately has too often happened in the past, and also to make 
sure that our Government is moving swiftly to address all of the 
problems that were identified. 

This morning we will hear from top directors with the Govern- 
ment Accountability Office, Congress’ investigatory arm, on where 
we are at. Instead of yet another commission or panel issuing rec- 
ommendations, today we will get the first independent assessment 
of the progress we have made and of the challenges and obstacles 
that may lie ahead. 

We are also going to hear directly from key officials in the Army, 
the Department of Defense, and the Department of Veterans Af- 
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fairs who have heen tasked with fixing the problems and imple- 
menting all of the various recommendations. 

We have been told time and time again that things are improv- 
ing and that, next to the wars in Iraq and Afghanistan, taking care 
of our wounded soldiers is the highest priority of our military. 
While I believe some progress has been made, especially through 
some of the Army’s efforts to throw significant additional resources, 
energy, and manpower at the problem, I would like to take a few 
moments to highlight some lingering concerns. I do not do this to 
focus on the negative. I do this because taking care of our wounded 
heroes is too important to not demand that we strive for the high- 
est levels of care and respect, and that we do so with a sense of 
real urgency. 

A number of us on the subcommittee visited Walter Reed earlier 
this week. We had the privilege and honor to meet with our brave 
men and women recovering there, and here is what we heard. 
First, the disability review process is broken, plain and simple. It 
is burdensome, archaic, and adversarial. We also heard stories of 
wounded soldiers so frustrated that they would tell us they were 
just “giving up.” 

Second, the challenges we face with traumatic brain injury, TBI, 
and post-traumatic stress disorder, PTSD, are immense. We heard 
stories about TBI stigma; that is, soldiers afraid to come forward 
for help out of fear that they would be kicked out of the military. 

Third, quality control and oversight will be absolutely key going 
forward. While the Army has thrown significant bodies at the prob- 
lem, we need systems to identify and reward great performers and 
to identify and deal with those treating our wounded soldiers with 
anything but respect. 

These challenges — and countless others — won’t be easy to over- 
come. For instance, we have known for a long time that the disabil- 
ity review process is broken, but we haven’t had the will or the sus- 
tained focus to fix it in the past. Will the newly created Senior 
Oversight Committee, made up of top officials from the Department 
of Defense and the Veterans Administration, be up to the task of 
urgently and finally fixing and reinventing the disability review 
process? Will our military be able to hire additional top nurses and 
psychologists, a key challenge that the GAO has highlighted. 

Finally, what are we doing now to plan for the future? In my 
District in Massachusetts, instead of expanding and enhancing 
health services and retaining specialized personnel, the Veterans 
Administration officials continue to push for consolidation. They 
are limiting options for our veterans when, unfortunately, there 
will clearly be a high demand for years and years to come. 

As chairman of the National Security Subcommittee, I have 
made it a top priority to ensure that there is sustained congres- 
sional oversight and accountability so that all of those who risk 
their lives for the country receive the care and respect that they 
deserve. 

And I have been routinely impressed by the seriousness and the 
vigor that the other members of this subcommittee have ap- 
proached when they are dealing with this issue. It is vital that we 
continue to have open and public hearings and that we hear from 
rank-and-file soldiers, as well as high-ranking generals and depart- 
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ment heads. We have already had three hearings, and today’s hear- 
ing will certainly not be the last. 

We hope that in the months to come we won’t have to hear about 
how Sergeant Shannon had yet another bureaucratic roadblock 
thrust in his way in his 3-year odyssey to navigate the military 
health care system. Rather, we hope to hear about how enormously 
difficult problems were finally overcome with dedication, hard 
work, and ingenuity. 

I want to thank all of these witnesses whose hard work and inge- 
nuity will certainly be put to the test as we meet this task. 

[The prepared statement of Hon. John F. Tierney follows:] 
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Opening Statement of Chairman John F. Tierney 
at the Wednesday, September 26, 2007 hearing entitled, 

“Third Walter Reed Oversight Hearing; Keeping the Nation’s Promise 
to Our Wounded Soldiers” 


Good morning. On March 5th of this year, we held a hearing at Walter Reed Army 
Medical Center and heard from Specialist Jeremy Duncan, Annette and Dell McLeod, 
and Staff Sergeant Dan Shannon about their experiences with military health care - the 
mold, the red tape and the frustrations. 

In preparation for our hearing today, we reached back out to all of them. We wanted to 
see how everything was going; to ask if there was anything else we could do to help; and 
to get their take on how things have improved - or not improved - and what our 
committee needed to focus on with our sustained and vigorous oversight. 

Jeremy Duncan is at Fort Campbell, fighting to rejoin his unit overseas in Iraq. Annette 
and Dell McLeod have noticed some improvements, but are still navigating through the 
retirement compensation process. 

Sergeant Shannon’s most recent experiences with military health care were recounted in 
the Washington Post less than two weeks ago. He’s trying to leave Walter Reed; but he 
has faced some additional bureaucratic roadblocks. 

Sergeant Shannon told us something that I think gets to the heart of the matter. He said: 
“Recommendations mean nothing until something is done with them.” 

At an April 17th hearing, we heard the recommendations of the Defense Secretary’s 
Independent Review Group. Since then, the President’s commission, led by former 
Senator Dole and Secretary Shalala, issued their own recommendations. 

The purpose of today’s hearing will be to ensure that these recommendations and the 
human faces and stories of our nation’s wounded soldiers behind them aren’t ignored or 
forgotten. Unfortunately, this has happened too often in the past and our government 
move swiftly to address all the problems identified. 

This morning, we will hear from top directors with the Government Accountability 
Office (GAO) on where we currently stand. Instead of yet another commission or panel 
issuing recommendations, today we will get the first independent assessment of the 
progress we’ve made and the challenges and obstacles that lie ahead. 

We’ll also hear directly from key officials in the Army, Department of Defense and 
Department of Veterans Affairs, who have been tasked with fixing the problems and 
implementing all these recommendations. 
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We have been told time and time again that things are improving, and that next to the 
wars in Iraq and Afghanistan, taking care of our wounded soldiers is the highest priority 
for our military. 

While I believe some progress has been made - especially through some of the Army’s 
efforts to throw significant additional resources, energy, and manpower at the problem - 
I’d like to take a few minutes to highlight some concerns. 

1 don’t do this to focus on the negative; I do this because taking care of our wounded 
heroes is too important not to demand that we strive for the highest levels of care and 
respect and that we do so with a sense of real urgency. 

A number of us on the Subcommittee visited Walter Reed earlier this week. We had the 
privilege and honor to meet with our brave men and women recovering there, Here’s 
what we heard: 

• First, the disability review process is broken - plain and simple. It’s burdensome, 
archaic and adversarial, and we heard stories of wounded soldiers just, and I quote, 
“giving up.” 

• Second, the challenges we face with Traumatic Brain Injury (TBI) and Post- 
Traumatic Stress Disorder (PTSD) are immense. We heard stories about TBI stigma; that 
is, of soldiers afraid to come forward for help out of fear they’d get kicked out of the 
military. 

• Third, quality control and oversight will absolutely be key going forward. While the 
Army has thrown significant bodies at the problem, we need systems to identify and 
reward great performers - and to identify and deal with those treating our wounded 
soldiers with any disrespect. 

These challenges - and countless others - won’t be easy to overcome. For instance, 
we’ve known for a long time that the disability review process is broken, but we haven’t 
had the will and sustained focus to fix it in the past. Will the newly-created “Senior 
Oversight Committee,” made up of top officials from the Department of Defense and 
VA, be up to the task of urgently and finally fixing and reinventing the disability review 
process? 

Will our military be able to hire additional top nurses and psychologists, a key 
challenge the GAO has highlighted? 

Finally, what are we doing now to plan for the future? In my district in Massachusetts, 
instead of expanding and enhancing health services and retaining specialized personnel, 
VA officials continue to push for consolidation. They are limiting options for our 
veterans when, unfortunately, there will clearly be a high demand for years and years to 


come. 
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As Chairman of the National Security Subcommittee, I have made it a top priority to 
ensure there is sustained Congressional oversight and accountability so that all those who 
risk their lives for our country receive the care and respect they deserve. And I have been 
routinely impressed by the seriousness and vigor with which the other Members of this 
Subcommittee have approached this issue. 

It is vital we continue to have open and public hearings; that we hear from rank-and-file 
soldiers as well as high-ranking generals and department heads. We’ve already had three 
hearings; and today’s hearing will certainly not be the last. 

We hope that in the months to come we won’t have to hear that Sergeant Shannon had 
yet another bureaucratic roadblock thrust in his way in his three-year odyssey to navigate 
the military health care system. Rather, we hope to hear about how enormously difficult 
problems were finally overcome with dedication, hard work and ingenuity. 

Thank you to all of our witnesses for being here today, and I now yield to the Ranking 
Member of the Subcommittee, Congressman Shays, for his opening remarks. 
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Mr. Tierney. I now yield to the ranking member of the commit- 
tee, Mr. Davis, for his opening remarks. 

Mr. Davis of Virginia. Thank you very much. Chairman 
Tierney. And I want to thank the chairman of the full committee, 
Mr. Waxman, for his leadership, and our ranking member, Chris 
Shays. 

At the subcommittee’s hearings in March and April, we heard 
about ambitious plans for improvements in the medical processing 
of wounded soldiers, and we heard promises to pursue these re- 
forms with urgency. Prior to that, the Government Reform Com- 
mittee heard many similar plans and promises, starting as far back 
as 2004, when we first tried to help soldiers caught between sys- 
tems and policies not designed to handle the types and the num- 
bers of wounds inflicted by this new global war. 

After so many promises but so little progress, we need to start 
seeing concrete results. I applaud your persistence, Mr. Chairman, 
in pursuing these issues. 

The report of the President’s Commission on Care for America’s 
Returning Wounded Warriors released in July sets forth another 
list of findings and recommendations for executive and congres- 
sional action. The Commission also urges those reforms to be pur- 
sued with a sense of urgency and strong leadership. We agree. 

One of the most important of the Commission’s recommendations 
restates the longstanding call to overhaul and standardize the dis- 
ability rating systems used by the Department of Defense and the 
Department of Veterans Affairs. Every week my staff still hears 
appalling stories from wounded soldiers caught in DOD medical 
evaluation and physical evaluation board processes. They are 
trapped in a system they don’t understand and that doesn’t under- 
stand them. The process is seldom the same twice in a row, and 
often yields two different ratings, one from DOD and the other 
from VA. Having to run that double gauntlet causes additional 
pain and confusion, literally adding insult to injury. This has to 
stop. 

The Commission is recommending a single comprehensive stand- 
ardized medical examination that DOD administrators use to de- 
termine medical fitness and that VA uses to establish an initial 
disability level. VA would assume all responsibility for establishing 
permanent disability ratings and for the administration of all dis- 
ability compensation and benefits programs. 

I look forward to hearing from our DOD and VA witnesses today 
about a firm implementation deadline, details on how the integra- 
tion of these evaluations will occur, and what performance stand- 
ards will be put in place to make sure the consolidation serves the 
near and long-term needs of veterans. 

We will also need to hear more about the Army’s medical action 
plan, a road map the Army has created to address patient adminis- 
trative care at Walter Reed and at all Army medical treatment fa- 
cilities. The plan is comprehensive in scope and includes stabilized 
command and control structures, prioritizing patient support with 
a focus on family needs, developing training and doctrine, facilitat- 
ing a continuum of care, and improving transfers to the Depart- 
ment of Veterans Affairs. These are worthy and long-overdue goals, 
but at this point they seem frustratingly incremental and risk 
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drawing energy and resources from the broader systematic changes 
that I think are clearly needed. And even those goals have to be 
viewed with skepticism looking back on more than 3 years of quar- 
terly reports, missing deadlines, and glacial progress that changed 
the process but didn’t always improve the product for the Army’s 
wounded warriors. 

Clearly, the Army has dedicated considerable manpower and re- 
sources to the new Warrior Transition Units and patient services, 
but better training and clean lines of responsibility and account- 
ability are still needed. Diagnosis and treatment for this war’s sig- 
nature wounds — traumatic brain injuries and post-traumatic stress 
disorder — are still far from adequate. And those looking to find 
their way home from war are still hitting dead ends and a looping, 
baffling maze of medical and physical disability assessment proce- 
dures. 

When a truck or plane gets damaged in battle, we fix it. Honor 
demands we do everything possible to fix the most precious assets 
we send into harm’s way, the men and the women who volunteer 
to fight for us. 

I look forward to the testimony of all of our witnesses today and 
a very frank discussion on how we can accomplish recommended 
reforms quickly and make sure all of our wounded warriors receive 
the care they deserve. 

Thank you. 

[The prepared statement of Hon. Tom Davis follows:] 
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"Third Waller Reed Oversight Hearing: Keeping the Nation’s 
Promise to Our Wounded Soldiers ’’ 

September 26, 2007 

Thank you Chairman Tierney and Ranking Member Shays. 
At this Subcommittee’s hearings in March and April, we heard 
about ambitious plans for improvements in the medical processing 
of wounded soldiers, and we heard promises to pursue those 
reforms with urgency. Before that, the Government Reform 
Committee heard many similar plans and promises, starting as far 
back as 2004 when we first tried to help soldiers caught between 
systems and policies not designed to handle the types and numbers 
of wounds inflicted by this new global war. After so many 
promises, but so little progress, we need to start seeing concrete 
results, and T applaud your persistence in pursuing these issues. 


Page 1 of 5 
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The report of the President’s Commission on Care for 
America’s Returning Wounded Warriors, released in July, sets 
forth another list of findings and recommendations for executive 
and Congressional action. The Commission also urges those 
reforms be pursued with “a sense of urgency and strong 
leadership.” We agree. 

One of the most important of the Commission’s 
recommendations restates the longstanding call to overhaul and 
standardize the disability ratings systems used by the Department 
of Defense and the Department of Veterans Affairs. Every week, 
my staff still hears appalling stories from wounded soldiers caught 
in DOD medical evaluation and physical evaluation board 
processes. They’re trapped in a system they don’t understand and 
that doesn’t understand them. The process is seldom the same 
twice in a row, and often yields two different ratings, one from 
DoD and another from the VA. Having to run that double gauntlet 
causes additional pain and confusion, literally adding insult to 
injury. That has to stop. 
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The Commission is recommending a single, comprehensive, 
standardized medical examination that DOD administers and uses 
to determine medical fitness, and that VA uses to establish an 
initial disability level. VA would assume all responsibility for 
establishing permanent disability ratings and for administration of 
all disability compensation and benefits programs. I look forward 
to hearing from our DOD and VA witnesses today about a firm 
implementation deadline, details on how the integration of these 
evaluations will occur, and what performance standards will be put 
in place to make sure the consolidation serves the near and long 
term needs of veterans. 

We also need to hear more about the Army’s Medical Action 
Plan, a roadmap the Army has created to address patient 
administrative care at Walter Reed and at all Army medical 
treatment facilities. The plan is comprehensive in scope and 
includes stabilizing command and control structures, prioritizing 
patient support with a focus on family needs, developing training 
and doctrine, facilitating a continuum of care, and improving 
transfers to the Department of Veterans Affairs. These are worthy, 
and long overdue, goals. But at this point they seem ffustratingly 
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incremental and risk drawing energy and resources from the 
broader, systemic changes clearly needed. And even those goals 
have to be viewed with skepticism, looking back on more than 
three years of Quarterly Reports documenting missed deadlines 
and glacial progress that changed the process but didn’t always 
improve the product for the Army’s wounded warriors. 

Clearly, the Army has dedicated considerable manpower and 
resources to the new Warrior Transition Units and patient services. 
But better training and clear lines of responsibility and 
accountability are still needed. Diagnosis and treatment for this 
war’s signature wounds - traumatic brain injuries and post- 
traumatic stress disorder - are still far from adequate. And those 
looking to find their way home from war are still hitting dead ends 
in a looping, baffling maze of medical and physical disability 
assessment procedures. 

When a truck or plane gets damaged in battle, we fix it. 
Honor demands we do everything possible to fix the most precious 
assets we send into harm’s way - the men and women who 
volunteer to fight for us. I look forward to the testimony of all our 
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witnesses today and to a frank discussion of how we can 
accomplish recommended reforms quickly and make sure all our 
wounded warriors receive the care they deserve. 
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Mr. Tierney. Thank you, Mr. Davis. 

Mr. Waxman. 

Mr. Waxman. Thank you very much, Mr. Chairman. 

This hearing today is in the tradition of our committee’s over- 
sight with regard to military health care problems. Long before the 
public ever heard about the problems at Walter Reed, under the 
leadership of Congressman Tom Davis we held hearings on the im- 
portant problems that Guard and Reserve troops were having with 
health care and military benefits. 

Chairman Tierney, your subcommittee held the first hearing of 
the problems at Walter Reed, and you have continued to be a lead- 
er on this issue. I want to commend you for that. 

In May the full committee had a hearing on the hundreds and 
thousands of soldiers who may be returning from Iraq and Afghani- 
stan suffering from PTSD and other mental health problems. 

This committee’s efforts have helped uncover both new and long- 
standing problems with the military health care system. This over- 
sight is some of the most important work that this committee does. 
Few causes are more noble than giving our injured soldiers the 
care they deserve. 

Despite the increased attention, the pace of change at DOD and 
VA is intolerably slow. Again and again we see the same thing — 
blue ribbon task forces like the West/Marsh Commission on Walter 
Reed or the Dole/Shalala Commission on Military Health care pro- 
vide detailed road maps to better care. DOD and VA representa- 
tives come before Congress and insist that things are getting bet- 
ter. Still, the horror stories about problems with the military’s 
health care system continue. 

Here is just some of the new and disturbing information we have 
received over the last several months: We learned from the Wash- 
ington Post that Staff Sergeant John Daniel Shannon, who testified 
about his problems at Walter Reed before our committee in March, 
remained stuck in bureaucratic limbo at Walter Reed, unable to ob- 
tain his discharge, obtain VA benefits, or return to his family and 
pick up his life. 

We received deeply troubling reports from Fort Carson, CO, indi- 
cating that the leadership there seems to utterly lack understand- 
ing, basic understanding, of the problems faced by ill and injured 
soldiers. Whistleblowers and investigators and struggling families 
have told the committee that soldiers with PTSD and PTI are being 
dishonorably discharged under the pretense of having pre-existing 
personality disorders. We have heard of one soldier who was or- 
dered back to Iraq, despite a diagnosis of PTSD and TBI. And we 
have heard press reports indicating that one commander at the 
base recommended discharging mentally ill soldiers simply as a 
way to get rid of “deadwood.” 

We have heard from VA that they have over 1,200 unfilled psy- 
chologist, social worker, and psychiatrist positions within their 
ranks, and that the VA is unable to provide even the most rudi- 
mentary estimates of the number of soldiers who will need mental 
health care or the cost for such treatment. 

And we have heard reports from the Army that suicide rates 
among soldiers are at their highest levels in 26 years, while 20 per- 
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cent of Army psychologist positions are unfilled and morale among 
Army mental health care providers continues to sink. 

We will hear testimony from GAO and others today pointing to 
other persistent or emerging problems at VA and DOD. While I am 
looking forward to hearing testimony from all of our witnesses 
today — and I am happy that we will have at least some good 
news — I continue to be frustrated with the pace of improvement, 
and I worry that after 5 years of war our military health care sys- 
tem is over-stretched, with bigger problems coming down the line 
as soldiers are forced to serve more and longer deployments in Iraq 
and Afghanistan. 

In the coming years, hundreds of thousands of soldiers will re- 
turn home and will need DOD and VA care for injuries or mental 
illness. We can’t let these soldiers and their families down. 

I want to thank you for holding this hearing today. I am looking 
forward to see how we can make things better. 

[The prepared statement of Hon. Henry A. Waxman follows:] 
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Mr. Chairman, today’s hearing continues a tradition of this Committee’s oversight of military 
health care problems. 

Long before the American public became aware of the troubles at Walter Reed, Tom Davis held 
important hearings into problems that guard and reserve troops were having with health care and 
military benefits. Chairman Tierney, your subcommittee held the first hearing on the problems 
at Walter Reed, and you’ve continued to lead on these issues. And in May, the full Committee 
had a hearing hon the hundreds of thousands of soldiers who may be returning from Iraq and 
Afghanistan suffering from PTSD and other mental health problems. 

This Committee’s efforts have helped uncover both new and long-standing problems with the 
military health care system. This oversight is some of the most important work that this 
Committee does — few causes are more noble than giving our injured soldiers the care that they 
deserve, despite the increased attention, athe pace of change at DOD and VA is intolerably 
slow.. 

Again and again, we see the same thing. Blue ribbon task forces, like the West-Marsh 
commission on Walter Reed or the Dole-Shalala commission on military health care, provide 
detailed roadmaps to better care. DOD and VA representatives come before Congress and insist 
that things are getting better. And still Bthe horror stories about problems with the military’s 
health care system continue. 

Here’s just some of the new and disturbing information we’ve received over the last several 
months; 

• We learned from the Washington Post that Staff Sergeant John Daniel Shannon, who 
testified on the problems at Walter Reed before our Committee in March, remains stuck 
in bureaucratic limbo at Walter Reed — unable to obtain his discharge, obtain VA 
benefits, or return to his family and pick up his life. 

• We’ve received deeply troubling reports from Fort Carson, Colorado, indicating that the 
leadership there seems to utterly lack a basic understanding of the problems faced by ill 
and injured soldiers. Whistleblowers, investigators, and struggling families have told the 
Committee that soldiers with PTSD and PTI are being dishonorably discharged under the 
pretense of having preexisting personality disorders. We’ve heard of one soldier who 
was ordered back to Iraq despite a diagnosis of PTSD and TBI. And we’ve heard press 
reports indicating that one commander at the base recommended discharging mentally ill 
soldiers simply as way to get rid of — and 1 quote — “dead wood.” 
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• We’ve heard from VA that they have over 1,200 unfilled psychologist, social workers, 
and psychiatrist positions within their ranks — and that the VA is unable to provide even 
the most rudimentary estimates of the number of the number of soldiers who will need 
mental health care, or the cost for such treatment. 

• And we’ve heard reports from the Army that suicide rates among soldiers are at their 
highest level in 26 years — while 20% of Army psychologist positions are unfilled, and 
morale among Army mental health care providers continues to sink. 

We’ll hear testimony from GAO and others today pointing to other persistent or emerging 
problems at VA and DOD. 

I look forward to hearing from all our witnesses today, and I’m happy that we will hear at least 
some good news. But I continue to be frustrated with the pace of improvement. And I worry 
that after five years of war, our military health care system is overstretched, with even bigger 
problems coming down the line as soldiers are forced to serve more and longer deployments in 
Iraq and Afghanistan 

In the coming years, hundreds of thousands of soldiers will return home and will need DOD and 
VA care for injuries or mental illnesses. We can’t let these soldiers and their families down. 

I thank you for holding this hearing today, and I’m looking forward to seeing how we can make 
things better. 
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Mr. Tierney. Thank you, Mr. Waxman. 

Mr. Shays joined us earlier in the week out at Walter Reed and 
has been consistently involved with this oversight process, as well. 
Do you have an opening statement, Mr. Shays? 

Mr. Shays. Thank you, Mr. Tierney, for your commitment to our 
subcommittee’s ongoing inquiry into the medical care for the men 
and women of our armed forces. Previous hearings taught us well 
about the challenges facing our wounded warriors under current 
Army, Department of Defense, and Department of Veterans Affairs 
processes. We heard from many who were failed by the system and 
challenged those responsible to address these failings. 

We will do that again today when we question the current com- 
mander of Walter Reed Army Medical Center about the new Army 
medical action plan aimed at addressing shortcomings at Walter 
Reed and other Army medical facilities. 

In our congressional oversight responsibilities, it is important we 
focus on the Department of Defense’s Wounded, 111, and Injured 
Senior Oversight Committee’s efforts to carry out the recommenda- 
tions contained in the President’s Commission on Care for Ameri- 
ca’s Returning Wounded Warriors, commonly known as the Dole/ 
Shalala Consumer. 

In July this Commission released findings that are similar to 
what we found during our committee’s initial investigations begun 
in the spring of 2004, and are comparable to those we heard from 
the independent review group this past spring. But the Dole/ 
Shalala Commission’s recommendations for executive and congres- 
sional action are more aggressive than those in the independent re- 
view group. Their implementation will require a collaborative com- 
mitment from the Department of Defense, the Department of Vet- 
erans Affairs, and especially from congressional committees. 

Most of the real work still lies before us. As recommended in the 
Dole/Shalala report, we must ask some tough questions. Can we 
completely restructure the disability and compensation system of 
the Army, Air Force, Navy, Marine Corps, the Department of De- 
fense, and the Department of Veterans Affairs in time to help the 
number of wounded currently in and entering the systems? Can we 
create comprehensive recovery plans for every serious injured serv- 
ice member and create a cadre of well-trained recovery coordinators 
for all stages in a wounded serviceman’s life? Who will be respon- 
sible for seeing that these plans are carried out between depart- 
ments? Where will this cadre of coordinators come from? How will 
they be trained? 

We have learned the wounds of war extend far beyond the phys- 
ical, with many patients struggling to cope with the devastating 
emotional impacts of war. One of the most chronic outpatient 
issues for our recovering soldiers has been the diagnosis and treat- 
ment of traumatic brain injury [TBI], and the post-traumatic stress 
disorder [PTSD]. Central to the military creed is the promise to live 
no soldier or Marine on the battlefield, but if we do not appro- 
priately recognize and treat all wounds, including the issues associ- 
ated with post-traumatic stress disorder and traumatic brain in- 
jury, we do precisely that — we leave them behind. 

So we ask the question: how will DOD and the VA now aggres- 
sively prevent and treat post-traumatic stress disorder and trau- 
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matic brain injury? What standards of diagnosis and treatment will 
be created? Who will pay for this treatment? How will DOD and 
the VA move quickly to integrate medical information and data be- 
tween their organizations in order to get clinical data to all essen- 
tial health, administrative, and benefits professionals that need it? 

I look forward to hearing our Government Accountability Office 
witness recommendations about what the Federal Government can 
do to address the needs of our wounded warriors. We owe the 
wounded warrior men and women of our armed services and their 
families, as has been pointed out already, more than we have given 
them to date. 

I am told the President is committed to implementation of the 
Dole/Shalala recommendations, and I know this subcommittee is 
also committed to ensuring we provide the best possible care to our 
brave men and women. 

I look forward to hearing the testimony from our distinguished 
panel. 

I would just close, Mr. Chairman, and again thank you for your 
work on this and the work of your staff and our staff. One of my 
staff received an e-mail from a soldier in Iraq who, upon hearing 
of this hearing this morning, said, “You, the American people, gave 
us a mission to fix Iraq. We are accomplishing that mission. What 
we expect from you, the American people, is to help fix us when 
we come home broken.” 

Thank you, Mr. Chairman. 

[The prepared statement of Hon. Christopher Shays follows:] 
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Thank you, Mr. Tierney, for your commitment to our 
Subcommittee’s ongoing inquiry into the medical care for the men 
and women of our armed forces. 

Previous hearings taught us well the many challenges facing our 
wounded warriors under current Army, Department of Defense and 
Department of Veterans Affairs processes. 

We heard from many who were failed by the system, and 
challenged those responsible to address their shortcomings. We 
will do that again today when we question the current Commander 
of the Walter Reed Army Medical Center about the new Army 
Medical Action Plan aimed at addressing shortcomings at Walter 
Reed. 
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We also fulfill the role of Congressional oversight when we 
question two members of the Department of Defense’s Wounded, 
111 and Injured Senior Oversight Committee, which will carry out 
the recommendations contained in the President’s Commission on 
Care for America’s Returning Wounded Warriors, commonly 
known as the Dole/Shalala Commission. 

In July, this Commission released findings that are similar to what 
we found during our Committee’s long-term investigation and 
comparable to those we heard from the Independent Review Group 
during our April hearing. 

But the Dole/Shalala Commission’s recommendations for 
executive and congressional action are more aggressive. Their 
implementation will require a collaborative commitment from the 
Department of Defense, the Department of Veterans Affairs and 
especially from Congressional Committees. 

Most of the real work still lies before us. As recommended in the 
Dole/Shalala report we must ask some tough questions: 
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Can we completely restructure the disability and compensation 
systems of the Army, Air Force, Navy, Marine Corps, the 
Department of Defense and the Department of Veterans Affairs in 
time to help the number of wounded currently in and entering the 
systems? 

Can we create comprehensive recovery plans for every seriously 
injured service member and create a cadre of well-trained recovery 
coordinators for all stages in a wounded service member’s life? 

Who will be responsible for seeing that these plans are carried out 
between departments? 

Where will this cadre of coordinators come from? How will they 
be trained? 

We have learned the wounds of war extend far beyond the 
physical, with many patients struggling to cope, in the aftermath, 
with the devastating emotional impacts of war. One of the most 
chronic outpatient issues for our recovering soldiers has been the 
diagnosis and treatment of traumatic brain injury and post 
traumatic stress disorder. 
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Central to the military creed is the promise to leave no soldier or 
Marine on the battlefield. But, if we do not appropriately 
recognize and treat all wounds, including the issues associated with 
post traumatic stress trauma and brain trauma injury, we do 
precisely that— we leave them behind. 

And so we ask the question, how will DOD and the VA now 
aggressively prevent and treat post-traumatic stress disorder and 
traumatic brain injury? 

What standards of diagnosis and treatment will be created? 

Who will pay for this treatment? 

How will DOD and the VA “move quickly” to integrate medical 
information and data between their organizations in order to get 
clinical data to all essential health, administrative and benefits 
professional that need it? 

I look forward to hearing from our Government Accountability 
Office witness concerning their recommendations about what the 
federal governmental can do to address the needs of our wounded 


warriors. 
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We surely owe the wounded men and women of our armed 
services and their families more than we have given them to date. 
I am told the President is committed to implementing the 
Dole/Shalala recommendations. 

And I know this Subcommittee is also committed to ensuring we 
provide the best possible care to our brave men and women. 

I look forward to hearing your testimony. 

Thank you Mr. Chairman. 
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Mr. Tierney. Thank you, Mr. Shays. 

Now the subcommittee will, in fact, receive testimony from the 
witnesses before us today. I would like to begin by introducing the 
witnesses on our panel. We have John Pendleton, Acting Director 
of the Health Care Department at the U.S. Government Account- 
ability Office. With him is Daniel Bertoni, Director of the Edu- 
cation, Workforce, and Income Security Department at the U.S. 
Government Accountability Office; Major General Eric Schoomaker, 
M.D., Commanding General of the North Atlantic Regional Medical 
Command and Walter Reed Army Medical Center; the Honorable 
Michael S. Dominguez, Principal Deputy Under Secretary of De- 
fense for Personnel and Readiness, U.S. Department of Defense; 
and Rear Admiral Patrick Dunne, retired. Assistant Secretary for 
Policy and Planning at the U.S. Department of Veterans Affairs. 
Welcome to all of you and thank you for joining us. 

It is the policy of the subcommittee to swear you in before you 
testify, so I ask you to stand and raise your right hands. If there 
are any other persons who might be assisting you in responding to 
questions, would they also please rise and raise their right hands. 
[Witnesses sworn.] 

Mr. Tierney. The record will reflect that all witnesses answered 
in the affirmative. 

Your full written statements, of course, as most of you know from 
previous experience here, will be submitted on the record and ac- 
cepted, so we will ask that your oral remarks stay as close as you 
can to 5 minutes and give us a little synopsis of what you have to 
say. 

Mr. Pendleton, I know that you and Mr. Bertoni come as a team, 
and I understand that you will be presenting remarks and Mr. 
Bertoni may not. In that case, we will give you a little leeway on 
the 5-minutes, as we will for all the witnesses in any regard. I 
thank you and the Government Accountability Office for your fair- 
ness in your report and the depth of your work. I would ask you 
at this point in time to proceed with your testimony. 

STATEMENTS OF JOHN PENDLETON, ACTING DIRECTOR, 
HEALTH CARE, U.S. GOVERNMENT ACCOUNTABILITY OF- 
FICE, ACCOMPANIED BY DANIEL BERTONI, DIRECTOR, EDU- 
CATION, WORKFORCE, AND INCOME SECURITY, U.S. GOV- 
ERNMENT ACCOUNTABILITY OFFICE; MAJOR GENERAL ERIC 
SCHOOMAKER, COMMANDER, WALTER REED ARMY MEDI- 
CAL CENTER; MICHAEL L. DOMINGUEZ, PRINCIPAL DEPUTY 
UNDER SECRETARY OF DEFENSE, PERSONNEL AND READI- 
NESS, U.S. DEPARTMENT OF DEFENSE; AND PATRICK W. 
DUNNE, REAR ADMIRAL, RETIRED, ASSISTANT SECRETARY 
FOR POLICY AND PLANNING, U.S. DEPARTMENT OF VETER- 
ANS AFFAIRS 

STATEMENT OF JOHN PENDLETON 

Mr. Pendleton. Thank you, Mr. Chairman. 

Mr. Chairman and members of the subcommittee, I am pleased 
to be here today as you continue your oversight of DOD and VA 
efforts to improve health care and other services. As the situation 
in Walter Reed came to light earlier this year, the gravity and im- 
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plications of many longstanding issues became clear. I visited Wal- 
ter Reed last month, as I know many of you have, and learned 
first-hand from many of the soldiers there just how far the system 
still has to go. 

I am pleased to be joined by my colleague, Dan Bertoni, who 
leads our disability work at GAO. 

Mr. Chairman, I would like to ask Dan to make a few comments, 
because he is our disability expert. 

Mr. Tierney. That is fine. 

Mr. Pendleton. I will provide an overview first and then turn 
it over to Dan to focus on disability. 

Mr. Tierney. That is fine. Thank you. 

Mr. Pendleton. Please take note that the findings that we are 
presenting today are preliminary, based in large part on ongoing 
reviews. Much of the information is literally days old, and the situ- 
ation is evolving rapidly. 

Efforts thus far have been on two separate but related tracks. 
First I will cover the Army’s service-specific efforts; then I will 
cover the collective DODWA efforts. 

The Army is focused on its issue through its medical action plan. 
The centerpiece of that plan is the new Warrior Transition Units. 
The Army formed these to blend active and reserve component sol- 
diers into one unit and to improve overall care for its wounded 
warriors. 

While these units have been formed on paper, many still have 
significant staff shortfalls. As of mid-September, just over half of 
the total required personnel were in place in these units; however, 
many of those personnel that were in place had been borrowed, 
presumably temporarily, from other units. Ultimately, hundreds of 
nurses, enlisted and officer leaders, social workers, and other high- 
ly sought after specialists, like the mental health professionals that 
will help with TBI and PTSD, will be needed. 

The Army told us it plans to have all the positions filled by Janu- 
ary 2008, and it is planning to draw these personnel from both the 
active and reserve component, as well as from the civilian market- 
place. Filling all the slots may prove difficult. As I think everyone 
knows, the Army is stretched thin due to continuing overseas com- 
mitments. 

Furthermore, the military must compete in a civilian market 
that will pay top dollar for many of these health professionals. This 
is an area that we intend to monitor closely as we continue our 
work. 

Now if I could I am going to briefly describe the broader efforts. 

Through the newly created Senior Oversight Committee, DOD 
and VA are working together to address the broader systemic prob- 
lems. One of the key issues being taken on by the Senior Oversight 
Committee is improving the continuity of care for returning service 
members. In plain English, this is about helping the service mem- 
bers move from inpatient to a less-re^mented outpatient status, 
and navigate within and across two entirely different departments, 
DOD and VA, as well as possibly out to the private sector to obtain 
needed care. This can be quite complex. 

To improve continuity, the Dole/Shalala Commission rec- 
ommended that recovery plans be crafted to guide care for seriously 
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injured service members and that senior-level recovery coordinators 
be put in place to oversee those plans. 

DOD and VA intend to adopt this recommendation, but key ques- 
tions remain unanswered. For example, it is unclear exactly which 
service members will be served by this recovery coordinator, and 
without an understanding of the proposed population it is impos- 
sible to answer other fundamental questions, like how many recov- 
ery coordinators will ultimately be needed. 

It is also unclear how the Army’s efforts will be synchronized 
with the broader efforts. This is important so that service members 
do not have too many case managers, potentially resulting in over- 
laps and confusion. 

Mr. Chairman, given the complexity and urgency of these issues, 
it is critical for top leaders to ensure the goals are achieved expedi- 
tiously; however, careful oversight will be needed to ensure that 
any gains made in the near term are not lost over time. 

That concludes my part of the statement. With your permission, 
Dan will focus on disability. 

[The prepared statement of Mr. Pendleton follows:] 
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Hi ghii ^ts 

Highlights of GAO-07-1256T, a testimony 
before the Subcommittee on National 
Security and Foreign Affairs, Committee 
on Oversight and Government Reform. 
House of Representatives 

Why GAO Did This Study 

In February 2007, a series of 
Washington Post articies disclosed 
troublesome deficiencies in the 
provision of outpatient services at 
Walter Reed Army Medical Center, 
raising concerns about the care for 
returning servlcemembers. These 
deficiencies included a confusing 
disability evaluation system and 
servlcemembers in outpatient 
status for months and sometimes 
years without a clear 
understanding about their plan of 
care. The reported problems at 
Waiter Reed prompted broader 
questions about whether the 
Department of Defense (DOD) as 
well as the Department of Veterans 
AffEure (VA) axe fully prepared to 
meet the needs of returning 
servicernembers. In response to the 
deficiencies reported at Walter 
Reed, the Army took a number of 
actions and DOD formed a joint 
DOD-VA Senior Oversight 
Committee. 

This statement provides 
information on the near-term 
actions being taken by the Army 
and the broader efforts of the 
Senior Oversight Committee to 
address longer-term systemic 
problems that impact health care 
and disability evaluations for 
returning servicemembere. 
Preliminary observations in this 
testimony are based largely on 
documents obtained from and 
interviews with Anr^ officials, and 
DOD and VA representatives of the 
Senior Oversight Committee, as 
well as on GAO’s extensive past 
work. We discussed the facts 
contained in this statement with 
DOD and VA. 
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DOD AND VA 

Preliminary Observations on Efforts to Improve 
Health Care and Disability Evaluations for Returning 
Servlcemembers 


What GAO Found 

While efforts are under way to respond to both Army-specific and systemic 
problems, challenges are emerging such as staffing new initiatives. The Army 
and the Senior Oversight Committee have efforts under way to improve case 
management — a process intended to assist returning servicernembers with 
management of their care from initial iryury through recovery. Case 
management is especially important for returning servicernembers who must 
often visit numerous therapists, providers, and specialists, resulting in 
differing treatment plans. The Army’s approach for improving case 
management for its servicernembers includes developing a new organizational 
structure — a Warrior Transition Unit, in which each servicemember would be 
assigned to a team of three key staff — a physician care manager, a nurse case 
manager, and a squad leader. As the Army has sought to staff its Warrior 
Transition Units, challenges to staffing critical positions are emerging. For 
example, as of mid-September 2007, over half the U.S. Warrior Transition 
Units had significant shortfalls in one or more of these critical positions. The 
Senior Oversight Committee’s plan to provide a continuum of care focuses on 
establishing recovery coordinators, which would be the main contact for a 
returning servicemember and his or her family. This approach is intended to 
complement the military services’ existing case management approaches and 
place the recovery coordinators at a level above case managers, with 
emphasis on ensuring a seamless trensition between DOD and VA, At the time 
of GAO’s review, the committee was still determining how many recovery 
coordinators would be necessary and the population of seriously ir\jured 
servicernembers they would serve. 

As GAO and others have previously reported, providing timely and consistent 
disability decisions is a challenge for both DOD and VA. To address identified 
concerns, the Army has taken steps to streamline its disability evaluation 
process and reduce bottlenecks. The Army has also developed and conducted 
the first certification training for evaluation board liaisons who help 
servicernembers navigate the system. To address more systemic concerns, the 
Senior Oversight Committee is planning to pilot a joint disability evaluation 
system. Pilot options may incorporate variations of three key elements; (i) a 
single, comprehensive medical examination; (2) a single disability rating done 
by VA; and (3) a DOD-level evaluation board for ai^udicating servicernembers’ 
fitness for duty. DOD and VA officials hoped to begin the pilot in August 2007, 
but postponed implementation in order to further review options and address 
open questions, including those related to proposed legislation. 

Fixing these long-standing and complex problems as expeditiously as possible 
is critical to ensuring high-quality care for returning servicernembers, and 
success will ultimately depend on sustained attention, systematic oversight by 
DOD and VA, and sufficient resources. 


.United States Government Accountability Office 


36 


Mr. Chairman and Members of the Subcommittee: 

We are pleased to be here today as you examine issues related to the 
provision of care and services for our returning servicemembers. In 
February 2007, a series of Washington Post articles disclosed troublesome 
deficiencies in Ihe provision of outpatient services at Walter Reed Army 
Medical Center, raising concerns about the care for returning 
servicemembers and conditions at Army facilities across the country. 
Deficiencies at Walter Reed included poor living conditions, a confusing 
disability evaluation system, and servicemembers in outpatient status for 
months and sometimes years without a clear understanding about their 
plan of care or the future of their military service. 

The reported problems at Waiter Reed prompted broader questions about 
whether the Department of Defense (DOD) as well as the Department of 
Veterans Affairs (VA) are fully prepared to meet the needs of the 
increasing number of returning servicemembers as well as veterans. 
Several review groups were tasked with investigating the reported 
problems and identifying recommendations. In February 2007, the 
Secretary of Defense established the Independent Review Group, which 
reported its findings in April 2007.’ In March 2007, the President 
established both the Task Force on Returning Global War on Terror 
Heroes and the President’s Commission on Care for America’s Returning 
Wounded Warriors, commonly referred to as the Dole-Shalala 
Commission. The Task Force reported its findings in April 2007^ and the 
Dole-Shalala Commission reported its findings in July 2007.“ In August 
2007, the President announced that he had directed the Secretaries of DOD 
and VA to study and implement the recommendations made by the Dole- 
Shalala Commission. See appendix I for a summary of selected findings 
from each of the review groups. 


'independent Review Group, Rebuilding the Trust: Report on Rehabilitative Care and 
Administrative Processes at Walter Reed Army Medical Center and National Naval 
Medical Center (Arlington, Va., April 2007). 

“Task Force on Returning Global War on Terror Heroes, Report to the President (April 
2007). 

“president’s Commission on Care for America’s Returning Wounded Warriors, Serve, 
Support, Simplify (July 2007). 
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The three review groups identified common areas of concern, including 
inadequate case management to ensure continuity of care;^ confusing 
d^abiiity evaluation systems; the need to better understand and diagnose 
traumatic brain iAjuiy (TBI) or post-traumatic stress disorder (PTSD),'' 
sometimes referred to as “invisible injuries;" and insufficient data sharing 
between DOD and VA of servicemembers’ medical records. Problems in 
these areas have been long-standing and the subject of much past work by 
GAO,® For example, we have reported that major disability programs, 
including the VA’s disability programs, are neither well aligned with the 
21st century environment nor positioned to provide meaningful and timely 
support’ Specifically, challenges exist related to ensuring timely provision 
of services and benefits as well as interpreting complex eligibility 
requirements, among other things. In January 2003, we designated 
modernizing federal disability programs as a high-risk area.® 

In response to Walter Reed deficiencies reported by the media, the Army 
took several actions, most notably initiating the development of the Army 
Medical Action Plan in March 2007. The plan, designed to help the Army 
become more patient-focused, includes more than 150 tasks for 
establishing a continuum of care and services, optimizing the Army 
Physical Disability Evaluation System, and maximizing coordination of 
efforts with VA. According to the Army, most of the tasks in the Medical 
Action Plan are to be completed by January 2008. 

In May 2007, DOD established the Wounded, 111, and Injured Senior 
Oversight Committee (Senior Oversight Committee) to bring high-level 
attention to addressing the problems associated with the care and services 
for returning servicemembers, including the concerns that were being 
raised by the various review groups. The committee is co-chaired by the 
Deputy Secretaries of Defense and Veterans Affairs, and also includes the 


‘‘Case management Is a process for guiding a patient’s care from one provider, agency, 
organizational program, or service to another. 

®TBI is an iiyury caused by a blow or jolt to the head or a penetrating head injury that 
disrupts the normal function of the brain, PTSD is an anxiety disorder that can develop 
after exposure to a traumatic orde^ in which physical harm occurred or was threatened. 

"See the end of this statement for a list of related GAO products. 

’GAO, Federal CHsability Assistance: Wide Array qf Programs Needs to be Examined in 
Light of 21st Centnry ChaUenyes, GAO-05-()26 (Washington, D.C.: June 2, 2005). 

®GAO, High-Bisk Smes; An Update, GAO-07-310 (Washington, D.C.: January 2007). 
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military service ^cretaries and other high-ranking officials within DOD 
and VA. To conduct its work, the Senior Oversight Committee has 
established workgroups that have focused on specific areas including case 
management, disability evaluation systems, TBI and psychological health, 
including FreD, and data sharing between DOD and VA.® Each workgroup 
includes representation from DOD, including each of the military services, 
and VA. The workgroups report their efforts and recommendations to the 
Senior Oversight Committee, which directs the appropriate components of 
DOD and VA to act. The Senior Oversight Committee was established for a 
12-month time frame, which will end in May 2008. 

Today, our remarks are based on preliminary observations drawn from our 
ongoing reviews as well as extensive past work. Our statement addresses 
the near-term actions being taken by the Army, as well as the broader 
efforts of the Senior Oversight Committee to address longer-term systemic 
problems that affect care for returning servicemembers, in the following 
four areas: case management, disability evaluation systems, TBI and 
PTSD, and data sharing between DOD and VA. We focused on efforts of 
the Army because it has the majority of servicemembers in Operation Iraqi 
Freedom and Operation Enduring Freedom, and, as a result the majority of 
returning servicemembers needing care and rehabilitation go to Army 
facilities. We also focused on the efforts of the Senior Oversight 
Committee because it was specifically established to address concerns 
about the care and services provided to returning servicemembers. Our 
testimony is based largely on documents obtained from and interviews 
with Army officials, including the Army’s Office of the Surgeon General, 
and DOD and VA representatives of the Senior Oversight Committee. 
Specifically, we reviewed Army’s staffing data related to the initiatives 
established in the Army Medical Action Plan. We did not verify the 
accuracy of these data; however, we interviewed agency officials 
knowledgeable about the data, and we determined that they were 
sufficiently reliable for the purposes of this statement. We visited Walter 
Reed Army Medical Center in August 2007 to talk with officials about how 
they are implementing the Army’s Medical Action Plan and to obtain views 
from servicemembers about how the efforts are affecting their care. Our 
findings are preliminary and it was beyond the scope of our work for this 
statement to review the efforts under way in other military services or 
throughout DOD and VA. We discussed the facts contained in this 


^Additional workgroups are examining the condition of DOD and VA facilities as well as 
issues about pereonnel, pay, financial support systems, among others. 
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Statement with DOD and VA, and we incorporated their comments where 
appropriate. We are conducting the work we began in June in accordance 
with generally accepted government auditing standards. 

In summary, the Army took near-term actions to respond to reported 
deficiencies about the care and services provided to its returning 
servicemembers, and the Senior Oversight Committee is undertaking 
efforts to address more systemic problems. However, challenges remain to 
overcome long-standing problems and ensure sustainable progress in the 
four areas we reviewed: (1) case management, (2) disability evaluation 
sj^tems, (3) TBI and PTSD, and (4) data sharing between DOD and VA. 

• Case management: The Army has developed a new organizational 
structure — Warrior Transition Units — for providing an integrated 
continuum of care for its returning servicemembers. Within each unit, a 
servicemember is assigned to a team of three critical staff-physician, 
nurse case manager, and squad leader — who manage the servicemember’s 
care. As of mid-September, 17 of the 32 units had less than 50 percent of 
staff in place in one or more of these critical positions. To facilitate 
continuity of care across departments, the Senior Oversight Committee is 
developing a plan to establish recovery coordinators to oversee the care of 
severely injured servicemembers across federal agencies, including DOD 
and VA. This action is being taken to address a recommendation by the 
Dole-Shalala Commission. Although initial implementation is slated for 
mid-October 2007, as of mid-September, the committee had not 
determined how many federal recovery coordinators will be needed. This 
is partly because it is still unclear exactly what portion of returning 
servicemembers these recovery coordinators will serve. 

• Disability evaluation systems: The Army is pursuing several initiatives 
to help streamline the disability evaluation process for its 
servicemembers — for example, by reducing the caseloads of staff who 
help servicemembers navigate the system — and has taken steps to help 
mitigate servicemembers’ confusion, such as providing additional briefings 
about the process and an online tool To address more systemic concerns 
about the timeliness and consistency of DOD’s and VA’s disability 
evaluation systems, the Senior Oversight Committee is planning to pilot a 
joint DODA^A disability evaluation sj^tem that may include variations of 
three elements: (1) a single, comprehensive medical examination; (2) a 
single diszUjility rating performed by VA; and (3) a DOD-!evel retention 
board for adjudicating servicemembers’ fitness for duty. The departments 
initially slated the pilot to begin on August 1, 2007, but the date has slipped 
as DOD and VA continue to review pilot options and take steps to address 
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key questions including those related to emerging legislative proposals and 
long-standing challenges. 

TBI and PTSD: To improve the care provided to servicemembers with 
TBI and PTSD, both Uie Army and the Senior Oversight Committee have 
efforts under way to improve screening, diagnosis, and treatment of these 
conditions. As part of the Army Medical Action Plan, the Army has 
established policies to provide training on mild TBI and PTSD to all its 
nurse case managers and psychiatric nurses, among others. As of 
September 13, 2007, 6 of the Army’s 32 Warrior Transition Units had 
completed training for all of these staff. The Senior Oversight Committee 
has developed a policy for DOD and VA to establish a national Center of 
Excellence for TBI and PTSD that will coordinate the efforts of the two 
departments related to promoting research, awareness, and best practices 
on these conditions. 

Data sharing: DOD and VA have been working for almost 10 years to 
facilitate the exchange of medical information. The Army has service- 
specific efforts under way to improve the sharing of data between its 
military treatment facilities and VA. Also, the Senior Oversight Committee 
has developed a workgroup to accelerate data-sharing efforts between the 
two departments and to help provide for the data-sharing needs of other 
efforts being overseen by the Senior Oversight Committee, The need for 
DOD and VA to share patient data continues to be critical. For example, 
data sharing is important to the proposed recovery coordinators who will 
require timely and reliable patient information to ensure continuity of care 
across the many organizational seams in DOD and VA. 

Given the importance of all these issues for providing appropriate and 
high-quality care to our returning servicemembers, it is critical for top 
leaders at DOD and VA to continue to implement as well as to oversee 
these efforts to ensure the goals of the efforts are achieved in a timely 
manner, particularly since there is an increasing need to provide care to 
servicemembers. 


Background 


DOD and VA offer health care benefits to active duty servicemembers and 
veterans, among others. Under DOD’s health care system, eligible 
beneficiaries may receive care from military treatment facilities or from 
civilian providers. Military treatment facilities are individually managed by 
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each of the military ;^rvices — the Army, the Navy,'° and the Air Force. 
Under VA, eligible beneficiaries may obtain care through VA’s integrated 
health care system of hospitals, ambulatory clinics, nursing homes, 
residential rehabilitation treatment programs, and readjustment 
counseling centers. VA has organized its health care facilities into a 
polytrauma system of care" that helps address the medical needs of 
returning servicemembers and veterans, in particular those who have an 
iryury to more ttian one part of the body or organ system that results in 
functional disability and physical, cognitive, psychosocial, or 
psychological impairment Persons with polytraumatic iiyuries may have 
injuries or conditions such as TBI, amputations, fractures, and bums. 

Over the past 6 years, DOD has designated over 29,000 servicemembers 
involved in Operation Iraqi Freedom and Operation Enduring Freedom as 
wounded in action, and almost 70 percent of these servicemembers are 
from the Army active, reserve, and national guard components. 
Servicemembers iryured in these conflicts are surviving iryuries that would 
have been fatal in past conflicts, due, in part, to advanced protective 
equipment and medical treatment. The severity of their injuries can result 
in a lengthy transition from patient back to duty, or to veterans’ status. 
Irutiaily, most seriously injured servicemembers from these conflicts, 
including activated National Guard and Reserve members, are evacuated 
to Landstuhl Regional Medical Center in Germany for treatment. From 
there, they are usually transported to military treatment facilities in the 
United States, with most of the seriously injured admitted to Walter Reed 
Army Medical Center or the National Naval Medical Center. According to 
DOD officials, once they ^e stabilized and discharged from the hospital, 
servicemembers may relocate closer to their homes or military bases and 
are treated as outpatients by the closest military or VA facility. 

Returning injured servicemembers must potentially navigate two different 
disability evaluation systems that generally rely on the same criteria but 
for different purposes. DOD’s system serves a personnel management 
purpose by identif^ng servicemembers who are no longer medically fit for 
duty. The military’s process starts with identification of a medical 
condition that could render the servicemember unfit for duty, a process 
that could take months to complete. The servicemember goes through a 


“The Navy Is respcmsible for the medical care of servicemembers in the Marine Corps. 

"The system is composed of categories of medical facilities that offer varying levels of 
services. 
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medical evaluation board proceeding, where medical evidence is 
evaluated, and potentially unfit conditions are identified. The member then 
goes through a physical evaluation board process, where a determination 
of fitness or unfitness for duty is made and, if found unfit for duty, a 
combined percentage rating is assigned for all unfit conditions and the 
servicemember is discharged from duty. The injured servicemember then 
receives monthly disability retirement payments if he or she meets the 
minimum rating and years of duty thresholds or, If not, a lump-sum 
severance payment 

VA provides veterans compensation for lost earning capacity due to 
service-connected disabilities. Although a servicemember may file a VA 
claim while still in the military, he or she can only obtain disability 
compensation from VA as a veteran. VA will evaluate all claimed 
conditions, whether they were evaluated by the military service or not. If 
the veteran is found to have one or more service-connected disabilities 
with a combined rating of at least 10 percent,'^ VA will pay monthly 
compensation. The veteran can claim additional benefits, for example, if a 
service-connected disability worsens. 


While Efforts Are 
Under Way to 
Respond to Both 
Army-Specific and 
Systemic Problems, 
Challenges Are 
Emerging 


While the Army took near-term actions to respond to reported deficiencies 
in care for its returning servicemembers, and the Senior Oversight 
Committee is undertaking efforts to address more systemic problems, 
challenges remain to overcome long-standing problems and ensure 
sustainable progress. In particular, efforts were made to respond to 
problems in four key areas: (1) case management, (2) disability evaluation 
systems, (3) TBI and PTSD, and (4) data sharing between DOD and VA. 

The three review groups identified several problems in these four areas 
including: a need to develop more comprehensive and coordinated care 
and services; a need to make the disability systems more efficient; more 
collaboration of research and establishment of practice guidelines for TBI 
and E^SD; and more data sharing between DOD and VA. While efforts 
have been made in all four areas, challenges have emerged including 
staffing for the case management initiatives and transforming the disability 
evaluation system. 


detennines the degree to which veterans are disabled in 10 percent increments on a 
scale of 0 to 100 percent. 


GAO-07-1256T 



43 


Efforts to Improve Case 
Management for 
Servicemembers Under 
Way, but Human Capital 
and Other Challenges Are 
Surfacing 


The three review groups reporting earlier this year identified numerous 
problems with DOD’s and VA's case management of servicemembers, 
including a lack of comprehensive and well-coordinated care, treatment, 
and services. Case management — a process intended to assist returning 
servicemembere with management of their clinical and nonclinical care 
throughout recovery, rehabilitation, and community reintegration — is 
important because servicemembers often receive services from numerous 
therg^ists, providers, and specialists, resulting in differing treatment plans 
as well as receiving prescriptions for multiple medications. One of the 
review groups reported that the complexity of injuries in some patients 
requires a coordinated method of case management to keep the care of the 
returning servicemeraber focused and goal directed, and that this type of 
care was not evident at Walter Reed.'^ The Dole-Shalala Commission 
recommended that recovery coordinators be appointed to craft and 
meinage individualized recovery plans that would be used to guide the 
servicemembers' care. The Dole-Shalala Commission further 
recommended that these recovery coordinators come from outside DOD 
or VA, possibly from the Public Health Service, and be highly skilled and 
have considerable authority to be able to access resources necessary to 
implement the recovery plans. The Army and the Senior Oversight 
Committee’s workgroup on case management have initiated efforts to 
develop case management approaches that are intended to improve the 
management of servicemembers’ recovery process. See table I for selected 
efforts by the Army and Senior Oversight Committee to improve case 
management services. 


‘^Independent Review Group, Rebuilding the TVust.- Report on Rehabilitative Care and 
Administrative Processes at Walter Reed Army Medical Center and National Naval 
Medical Center (Arlington, Va.: April 2007). 
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Table 1 : Selected Army and Senior Oversight Committee Efforts to Improve Case 
Management 


U.S. Army 

• Established a new organizational structure for providing care to returning 
servicememters that combines active duty and reserve servicemembers who are in 
outpatient status. 

• Established a case management approach that includes a primary care physician, 
nurse case manager, and military squad leader who will coordinate the management 
of a servicemember’s recovery process. 

Senior Oversight Committee 

• Developed policy requiring DOD and VA to establish a joint Recovery Coordinator 
Program no later than October 15, 2007, to integrate care and service delivery for 
returning servicemembers and their families, The recovery coordinators are to be 
provided by VA. 

• Mapped the case management process across the military services and developed 
common roles and responsibilities for case managers for an integrated DOD and VA 
approach and joint standards of practice and training. 

• Planning to develop DOD/VA oversight metrics to ensure accountability and 
continuous process improvement. 

Sourm: Army and Seruor Oversighi Committee. 


The Army’s approach includes developing a new organizational structure 
for providing care to returning active duty and reserve servicemembers 
who are unable to perform their duties and are in need of health care — this 
structure is referred to as a Warrior Transition Unit. Within each unit, the 
serviccmember is assigned to a team of three key staff and this team is 
responsible for overseeing the continuum of care for the servicemember.''* 
The Army refers to this team as a “triad,” and it consists of a (i) primary 
care manager — usually a physician who provides primary oversight and 
continuity of health care and ensures the quality of the servicemember’s 
care; (2) nurse case manager — usually a registered nurse who plans, 
implements, coordinates, monitors, and evaluates options and services to 
meet the servicemember’s needs; and (3) squad leader — a 
noncommissioned officer who links the servicemember to the chain of 
command, builds a relationship with the servicemember, and works along 
side the other parts of the triad to ensure the needs of the servicemember 
and his or her family are met. As part of the Army’s Medical Action Plan, 
the Army established 32 Warrior Transition Units, to provide a unit in 
every medical treatment facility that has 35 or more eligible 


**rhe Warrior Transilion Unit also includes other staff, such as human resources and 
financiid management specialists. 
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servicemembers.*® The Aimy’s goal is to fill the triad positions according to 
the following ratios: 1:200 for primary care managers; 1: 18 for nurse case 
managers; and 1:12 for squad leaders. This approach is a marked departure 
for the Army. Prior to the creation of the Warrior Tr^sition Units, the 
Army separated active and reserve component soldiers into different 
units.*® One review group reported that this approach contributed to 
discontent about which group received better treatment.*^ Moreover, the 
Army did not have formalized staffing structures nor did it routinely track 
patient-care ratios, which the Independent Review Group reported 
contributed to the Array’s inability to adequately oversee its program or 
identify gaps. 

As the Army has sought to fill its Warrior Transition Units, challenges to 
staffing key positions are emerging. For example, many locations have 
significant shortfalls in registered nurse case managers and non- 
commissioned officer squad leaders. As shown in figure 1, about half of 
the total required staffing needs of the Warrior Transition Units had been 
met across the Army by mid-September 2007. However, the Array liad 
filled many of these slots thus far by temporarily borrowing staff from 
other positions. 


‘®The Army also established Uiree Warrior Transition Units in Germany. 

‘*Active-duty servicemembers were typically placed in Medical Hold units, while Reserve 
and National Guard servicemembers were placed into separate Medical Holdover units. 

‘^Independent Review Group, Rebuilding the TrusL- Report on Rehabilitative Care and 
Administrative Processes at Walter Reed Army Medical Center and National Naval 
Medical Center. 


Page 10 


GAO-07-1256T 



46 


Figure 1: Status of Warrior Transition Unit Staffing, as of September 13, 2007 



(1.127) 

Soti>e«' QAO o< Army data 

Note: Percentages do not add to 100 percent due to rounding. 

The Warrior Transition Unit staffing shortages are significant at many 
locations. As of mid-September, 17 of the 32 units had less than 50 percent 
of staff in place in one or more critical positions. (See table 2,) 
Consequently, 46 percent of the Army’s returning servicemembers who 
were eligible to be assigned to a unit had not been assigned, due in part to 
these staffing shortages. As a result, these servicemembers’ care was not 
being coordinated through the triad. Army officials reported that their goal 
is to have all Warrior Transition Units in place and fully staffed by .lanuairy 
2008. 
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Table 2: Locations Where Warrior Transition Units Had Less Than 50 Percent of 

Staff in Place in One or More Critical Positions, as of September 13, 2007 



Critical positions 


Location 

Total number of 
servicemembers 
at location* 

Physicians 

Nurse case 
managers 

Squad 

leaders 

Fort Hood, Texas 

743 


X 

X 

Fort Lewis, Washington 

617 

X 

X 


Fort Bragg, North Carolina 

586 


X 


Fort Gordon, Georgia 

546 

X 


X 

Fort Knox. Kentucky 

430 



X 

Fort Carson. Colorado 

394 

X 

X 

X 

Fort CamfA)e}l, Kentucky 

328 



X 

Tripier, Hawaii 

237 



X 

Fort Stewart, Georgia 

223 


X 


Fort Rifey. Kansas 

209 


X 

X 

Fort Eustis, Virginia 

128 



X 

Fort Sii), Oklahoma 

127 



X 

West Point. New York 

99 



X 

Fort Leonard Wood, Missouri 

78 



X 

Fort Wainwright, Alaska 

51 


X 


Fort Jackson, South Carolina 

45 


X 

X 

Redstone Arsenal, Alabama 

4 

WK 

N/A” 

X 


Souic«; QAO anaty$i$ of Army Oeta. 

Note: Warrior Transition Units also include other positions, such as social workers, occupational 
therapists, and administrative stall. 

‘Toiai number of servicemembers includes Uiose in outpatient care — assigrted to a Warrior Transition 
Unit as well as in the Medical Evaluation Board process and who have not been assigned to a 
Warrior Transition Unit. 

*No staff were authorized for this position. 

The Senior Oversight Committee’s approach for providing a continuum of 
care includes establishment of recovery coordinators and recovery plans, 
as recommended by the Dole-Shalala Commission. This approach is 
intended to complement the military services’ existing case management 
approaches and place the recovery coordinators at a level above case 
managers, with emphasis on ensuring a seamless transition between DOD 
and VA. The recovery coordinator is expected to be the patient’s and 
family’s single point of contact for making sure each servicemember 
receives the care outlined in the servicemember’s recovery plan — a plan to 
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guide and support the servicemember through the phases of medical care, 
rehabilitation, and disability evaluation to community reintegration. 

The Senior Oversi^t Committee has indicated that DOD and VA will 
establish a joint Recovery Coordinator Program no later than October 15, 
2007. At the time of our review, the committee was determining the details 
of the program. For example, the Dole-Shalala Commission recommended 
this approach for every seriously injured servicemember, and the Senior 
Oversight Committee workgroup on case management was developing 
criteria for determining who is “seriously iixjured." The workgroup was 
also determining the role of the recovery coordinators — how they will be 
assigned to servicemembers and how many are needed, which will 
ultimately determine what the workload for each will be, The Senior 
Oversight Committee has, however, indicated that the positions will be 
filled with VA staff. A representative of the Senior Oversight Committee 
told us that the recovery coordinators would not bo staffed from the U.S. 
Public Health Service Commissioned Corps, as recommended by the Dole- 
Shalala Commission. The official told us that it is appropriate for VA to 
staff these positions becairse VA ultimately provides the most care for 
servicemembers over their lifetime. Moreover, Senior Oversight 
Committee officials told us that depending on how many recovery 
coordinators are ultimately needed, VA may face significant human capital 
challenges in identifying and training individuals for these positions, which 
are anticipated to be complex and demanding. 


Efforts Are Under Way to 
Improve Disability 
Evaluation Processes, but 
Chalienges Remain in 
Transforming the Overall 
System 


As we have previously reported, providing timely and consistent disability 
decisions is a challenge for both DOD and VA. In a March 2006 report 
about the military disability evaluation system, we found that the services 
were not meeting DOD timeliness goals for processing disability cases; 
used different policy, guidance and processes for aspects of the system; 
and that neitJier DOD nor the services systematically evaluated the 
consistency of disability decisions. On multiple occasions, we have also 


‘®GAO, Military Disability System: Improved Oversight Needed to Ensure Timely and 
Consistent Outcomes for Reserve and Active Duty Service Members, G A()-06-y62 
(Washington, D.C.: Mar. 31, 2006). 
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identified long-standing challenges for VA in reducing its backlog of claims 
and improving the accuracy and consistency of its decisions.*® 

The controveisy over conditions at Walter Reed and the release of 
subsequent reports raised the visibility of problems in the military 
services’ disability evaluation system. In a March 2007 report, the Army 
Inspector General identified numerous issues with the Army Physical 
Disability Evaluation System.® These findings included a failure to meet 
timeliness standards for determinations, inadequate training of staff 
involved in the process, and servicemember confusion about the disability 
rating system. Similarly, in recently-issued reports, the Task Force on 
Returning Global War on Terror Heroes, the Independent Review Group, 
and the Dole-Shalaia Commission found that DOD’s disability evaluation 
system often generates long delays in disability determinations and creates 
confusion among servicemembers and their families. Also, they noted 
significant disparities in the implementation of the disability evaluation 
system among the services, and in the purpose and outcome of disability 
evaluations between DOD and VA. Two reports also noted the adversarial 
nature of DOD’s disability evaluation system, as servicemembers endeavor 
to reach a rating threshold that entitles them to lifetime benefits. In 
addition to these findings about current processes, the Dole-Shalala 
Commission questioned DOD’s basic role in making disability payments to 
veterans and recommended that VA assume sole responsibility for 
disability compensation for veterans. 

In response to the Army Inspector General’s findings, the Army made near- 
term operational improvements. For example, the Army developed several 
Initiatives to streamline its disability evaluation system and address 
bottlenecks. These initiatives include reducing the caseloads of evaluation 
board liaisons who help servicemembers navigate the disability evaluation 
system. In addition, the Army developed and conducted the first 
certification training for evaluation board liaisons. Furthermore, the Army 
increased outreach to servicemembers to address confusion about the 
process. For example, it initiated briefings conducted by ev^uation board 


'®For additional information on VA disability claims processing, see GAO, Veterans’ 
Disability Benefits: Long-Standing Claims Processing Challenges Persist, GAO-07-512T 
(Washington, P.C.: Mar. 7, 2007); and GAO, VeleraTis’ Disability Benoits: Processing of 
Claims Continues to Present Challenges, GAO-07-r)62T (Washington, D.C.; Mar. 13, 2007). 

“office of the Inspector General, Department of the Army, Report on the Army Physical 
Disability EwUuation System, (Washington, D.C,: Mar. 6, 2007). 
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liaisons and soldiers’ counsels to educate servicemembers about the 
process and their rights. The Army also initiated an online tool that 
enables servicemembers to check the status of their case during the 
evaluation process. We were not able to fully assess the implementation 
and effectiveness of these initiatives because some changes are still in 
process and complete data are not available. 

To address more systemic concerns about the timeliness and consistency 
of DOD’s and VA’s disability evaluation systems, DOD and VA are planning 
to pilot a Joint disability evaluation system. DOD and VA are reviewing 
multiple options that incorporate variations of the following three 
elements: (1) a single, comprehensive medical examination to be used by 
both DOD and VA in their disability evaluations; (2) a single disability 
rating performed by VA; and (3) incorporating a DOD-levei evaluation 
board for adjudicating servicemembers’ fitness for duty. For example, in 
one option, the DOD-level evaluation board makes fitness for duty 
determinations for all of the military services; whereas in another option, 
the services make fitness for duty determinations, and the DOD-level 
board adjudicates appeals of these determinations. Another open question 
is whether DOD or VA would conduct the comprehensive medical 
examination.*' Table 3 summarizes four pilot options under consideration 
by DOD and VA. 


*‘On August 3i, 2007, the Senior Oversight Committee directed DOD and VA to create by 
October i, 2007 a single, standardized examination to be used by DOD to determine fitness 
for all seriously iiyured servicemembers and by VA to determine disabiii^ ratings, but it 
did not specify which agency wiU be responsible for conducting the examinations. 
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Table 3: Summary of Pilot Options under Consideration by DOD and VA 


Comprehensive 
medical examination 

Single disability 
rating done by VA 

DOD-level evaluation 
board 

Option 1 

Done by VA 

Yes 

Makes fitness 
determinations. 

Option 2 

Dor>e by DOD 

Yes 

None. Services make 
fitness determinations. 

Option 3 

Done by VA 

Yes 

Adjudicates appeals of 
services’ fitness 
determinations, 

Option 4 

Done by VA 

Yes 

Conducts quality 
assurance reviews of 
services’ fitness 
determinations. 


Source: GAO analysis o1 ntormaMn provided by DOO. 


Note; DOD and VA explored these options at pilot planning exercises conducted in August 2007, but 
are also considering variations of these options including combining portions of them. For example, 
one option may be to have DOD conduct comprehensive medical examinations and to have a DOO- 
levei evaluation board make fitness determinations. 


As recent pilot planning exercises verified, in addition to agreeing on 
which pilot option to implement, DOD and VA must address several key 
design issues before the pilot can begin. For example, it has not been 
decided how DOD will use VA’s disability rating to determine military 
disability benefits for servicemembers in the pilot. In addition, DOD and 
VA have not finalized a set of performance metrics to assess the effect of 
the piloted changes. DOD and VA officials had hoped to begin the pilot on 
August I, 2007, but the intended start date slipped as agency officials took 
steps to further consider alternatives and address other important 
questions related to recent and expected events that may add further 
complexity to the pilot development process. For example, the Senior 
Oversight Committee may either choose or be directed by the Congress to 
pilot the Dole-Shalala recommendation that only VA and not DOD provide 
disability payments to veterans. Implementing this recommendation would 
require a change to current law, and could affect whether or how the 
agencies implement key pilot elements under consideration. In addition, 
the Veterans’ Disability Benefits Commission, which is scheduled to report 
in October 2007, may recommend ch^ges that could also influence the 
pilot’s structure. Further, the Congress is considering legislation that may 
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require DOD and VAto conduct multiple, alternative disability evaluation 
pilots.^ 

DOD and VA face other critical challenges in creatir^ a new disability 
evaluation system. For exsunple, DOD is challenged to overcome 
servicemembers’ distrust of a disability evaluation process perceived to be 
adversarial. Implementing a pilot without adequately considering 
alternatives or addressing critical policy and procedural details may feed 
that distrust because DOD and VA plan to pilot the new system with actual 
servicemembers. The agencies also face s^fing and training challenges to 
conduct timely and consistent medical examinations and disability 
evaluations. Both the Independent Review Group and the Dole-Shalala 
Comm^ion recommended that only VA establish disability ratings. 
However, as we noted above, VA is dealing with its own long-standing 
challenges in providing veterans with timely and consistent decisions.®’’ 
Similarly, if VA becomes responsible for servicemembers’ comprehensive 
physical examinatioirs, it would face additional staffing and training 
challenges, at a time when it is already addressing concerns about the 
timeliness and quality of its examinations. Further, while having a single 
disability evaluation could ensure more consistent disability ratings, VA’s 
Schedule for Rating Disabilities is outdated because it does not adequately 
reflect changes in factors such as labor market conditions and assistive 
technologies on disabled veterans’ ability to work. As we have reported, 
the nature of work has changed in recent decades as the national economy 
has moved away from manufacturing-based jobs to service- and 
knowledge-based employment.®^ Yet VA's disability program remains mired 
in concepts from the past, particularly the concept that impairment 
equates to an inability to work. 


“H.R 15^, as passed by the Senate on July 25, 2007, Sec. 154. 

®®To help address processing challenges, VA hired about 1,000 new disability claims 
processing employees since January ^7, 

^GAO, ffigh-Jiisk Series: An GAO-03-li0 (Washington, D.C.: J£m. 1, 2003) and S&A 

and VA Disutility Programs: Re-Examination of IHsabUity Criteria Needed to Help 
Ensure Program Integrity, GAO-02-597 (Washington, D.C.: Aug. 9, 2002). 
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Efforts Under Way to 
Improve Screening, 
Diagnosis, and Treatment 
forTBIandPTSD 


The three independent review groups examining the deficiencies found at 
Walter Reed identified a range of complex problems associated with DOD 
and VA’s screening, diagnosis, and treatment of TBf and PTSD, signature 
injuries of recent conflicts. Both conditions are sometimes referred to as 
“invisible iryuries" because outwardly the indiYidual’s appearance is just as 
it was before the ii\)ury or onset of symptoms. In terms of mild TBI, there 
may be no observable head iryury and symptoms may overlap with those 
associated with PTSD. With respect to PTSD, there is no objective 
diagnostic test and its symptoms can sometimes be associated with other 
psychological conditions (e.g., depression). Recommendations from the 
review groups examining these areas included better coordination of DOD 
and VA research and practice guidelines and hiring and retaining qualified 
health professionals. However, according to Army officials and the 
independent Review Group report, obtaining qualified health 
professionals, such as clinical psychologists, is a challenge, which is due 
to competition with private sector salaries and difficulty recruiting for 
certain geographical locations. The Dole-Shalala Commission noted that 
while VA is considered a leader in PTSD research and treatment, 
knowledge generated through research and clinical experience is not 
systematically disseminated to all DOD and VA providers of care. Both the 
Army and the Senior Oversight Committee are working to address this 
broad range of issues. (See table 4.) 


Table 4; Selected Army and Senior Oversight Committee Efforts to Improve 
Screening, Diagnosis, and Treatment of TBI and PTSD 


U.S. Army 

• Providing mild-TBi and PTSD training for social workers, nurse case managers, 
psychiatric nurses, and psychiatric nurse practitioners. 

• Exploring ways to track incidents on the battlefield (e.g., blasts) that may result In T6t 
or PTSD. 

• Examining procedures for screening servicemembers for mild TBI and PTSD prior to 
an involuntary release from the Army to ensure that servicemembers are not 
inappropriately separated for behavioral problems. 

Senior Oversight Committee 

• Developed policy requiring DOO and VA to establish a national Center of Excellence 
for TBI and PTSD no later than November 30, 2007. 

• Establishing common educational and training materials and screening processes for 
mild TBI and PTSD. €is well as consistent definitions for mild-TBI diagnosis. 


Sources; Army and Senior Oversiohi Commnee. 
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The Army, throu^ its Medical Action Plan, has policies in place requiring 
all servicemembers sent overseas to a war zone to receive training on 
recognizing tbe symptoms of mild TBI and PTSD. The Am^ is also 
exploring ways to track events on the battlefield, such as blasts, that may 
result in TBI or PTSD. In addition, the Army recently developed policies to 
provide mild TBI and PTSD training to all social workers, nurse case 
managers, psychiatric nurses, and psychiatric nurse practitioners to better 
identify these conditions. As of September 13, 2007, 6 of the Army’s 32 
Warrior Transition Units had completed training for aU of these staff. 

A Senior Oversight Committee workgroup on TBI and PTSD is working to 
ensure health care providers have education and training on screening, 
diagnosing, and treating both mild TBI and PTSD, mainly by developing a 
national Center of Excellence as recommended by the three review 
groups.® This Center of Excellence is expected to combine experts and 
resources from all military services and VA to promote research, 
aweureness, and best practices on mild TBI as well as PTSD and other 
psychological health issues. A representative of the Senior Oversight 
Committee workgroup on TBI and psychological health told us that the 
Center of Excellence would include the existing Defense and Veterans 
Brain Iryury Center — a coli^oration among DOD, VA, and two civilian 
partners that focuses on TBI treatment, research, and education.® 


Efforts Under Way to 
Facilitate Data Sharing 
between DOD and VA 


DOD and VA have been working for almost 10 years to facilitate the 
exchange of medical information, However, the three independent review 
groups identified the need for DOD and VA to further improve and 
accelerate efforts to share data across the departments. Specifically, the 
Dole-Shalala Commission indicated that DOD and VA must move quickly 
to get clinical and benefit data to users, including making patient data 
immediately viewable by any provider, allied health professional, or 
program administrator who needs the data. Furthermore, in July 2007, we 
reported that although DOD and VA have made progress in both their long- 


®VA has a n^onal Center on PTSD that was required to be established by the Veterans' 
Health Care Act of 1984. This center advances the clinical care and social welfare of 
veterans though research, education, and training of clinicians in the causes, diagnosis, and 
treatment of PTSD. 

*®In April 2007, VA established policy requiring all Operation Iraqi Freedom and Operation 
Enduring Freedom veterans receiving care within the VA system to be screened for TBI. 
Additionally, if the screen determines that the veteran might have TBI, then the veteran 
must be offered further evaluation and treatment by providers with expertise in this area. 
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term and short-tenn initiatives to share health information, much work 
remains to achieve the goal of a seamless transition between the two 
departments.” While pursuing their long-term initiative to develop a 
common health information system that would allow the two-way 
exchange of computable health data,“ the two departments have also been 
working to share data in their existing systems. See table 5 for selected 
efforts under way by the Army and Senior Oversight Committee to 
improve data sharing between DOD and VA. 


Table 5: Selected Army and Senior Oversight Committee Efforts to Improve DOD 
and VA Data Sharing 


U.S. Army 

• Army Medical Department is developing a memorandum of understanding regarding 
sharing of medical data between Army military treatment facilities and VA. 

Senior Oversight Committee 

• Developed policy requiring OOD and VA to develop a plan to execute a single 
V\/eb portal to support the care and needs of sen/icemembers and veterans by 
December 31. 2007. 

• Developed data sharing policies requiring DOD and VA lo {1 ) develop a plan 
for interagency sharing of essential health images, such as radiology studies, by 
March 31 , 2006; (2) ensure that all essential health and administrative data are made 
available and viewable lo both departments, and requiring that progress be reported 
by a scorecard no later than October 31 , 2008. 


Source*; Army and Ser«ot Ovars<(^ Comminoe. 


As part of the Army Medical Action Plan, the Army has taken steps to 
facilitate the exchange of data between its military treatment facilities and 
VA. For example, the Army Medical Department is developing a 
memorandum of understanding between the Army and VA that would 
allow VA access to data on severely injured servicemembers who are 
being transferred to a VA polytrauma center. The memorandum of 
understanding would also allow VA’s Veterans Health Administration and 
Veterans Benefits Administration access to data in a servicemember’s 
medical record that are related to a disability claim the servicemember has 
filed with VA. Army officials told us that the Army’s medical records are 


^^GAO, lufoTTnation Technology: VA and DOD Are Making Progress in Sharing Medical 
In/ormation, hut Remain Far from Having Comprehensive Electronic Medical Records, 
GAO-074 108T (Washington, D.C.: July 18, 2007). 

“Computable data are data in a fonnat that a computer application can act on — for 
example, to provide alerts to clinicians of drug allergies. 
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part paper (hard copy) and part electronic, and this effort would provide 
the VA access to the p 25 )er data until the capability to share the data 
electronically is available at all sites 

Given that DOD and VA already have a number of efforts under way to 
improve data sharing between the two departments, the Senior Oversight 
Committee, through its data sharing workgroup, has been looking for 
opportunities to accelerate the departments’ sharing initiatives that are 
already planned or in process and to identify additional data sharing 
requirements that have not been clearly articulated. For example, the 
Senior Oversight Committee has approved several policy changes in 
response to the Dole-Shalala Commission, one of which requires DOD and 
VA to ensure that all essential health and administrative data are made 
available and viewable to both agencies, and that progress is reported by a 
scorecard, by October 31, 2008. A representative of the data sharing 
workgroup told us that the departments are achieving incremental 
increases to data sharing capabilities and plan to have all essential health 
data — such as outpatient pharmacy, allergy, laboratory results, radiology 
reports, and provider notes — viewable by all DOD and VA facilities by the 
end of December 2007.® Although the agencies have recently experienced 
delays in efforts to exchange data, the representative said that the 
departments are on track to meet all the timelines established by the 
Senior Oversight Committee. 

A Senior Oversight Committee workgroup on data sharing has also been 
coordinating with other committee workgroups on their information 
technology needs. Although workgroup officials told us that they have met 
numerous times with the case management and disability evaluation 
systems workgroups to discuss their data sharing needs, they have not 
begun implementing necessary systems because they are dependent on the 
other workgroups to finalize their information technology needs. For 
example, the Senior Oversight Committee has required DOD and VA to 
establish a plan for information technology support of the recovery plan to 
be used by recovery coordinators, which integrates essential clinical 
(e.g., medical care) and nonclinical aspects (e.g., education, employment, 
disability benefits) of recovery, no later than November 1, 2007. However, 


^®Officiais from Walter Reed Army Medical Center told us that Walter Reed already has the 
capability to share this data electronically. 

“DOD facilities in combat zones m^ not have this capabilily because they operate in a 
different environment with different informational technology capabilities. 
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this cannot be done until the case management workgroup has identified 
the components and information technology needs of these clinical and 
nonclinical aspects, and as of early September this had not been done. 
Data sharing workgroup representatives indicated that the departments’ 
data sharing initiatives will be ongoing because medications, diagnoses, 
procedures, standards, business practices, and technology are constantly 
changing, but the departments expect to meet most of the data sharing 
needs of patients and providers by end of fiscal year 2008. 


Concluding 

Observations 


Our preliminary observations are that fixing the long-standing and 
complex problems spotlighted in the wake of Walter Reed media accounts 
as expeditiously as possible is critical to ensuring high-quality care for our 
returning servicemembers, and success will ultimately depend on 
sustained attention, systematic oversight by DOD and VA, and sufficient 
resources. Efforts thus far have been on separate but related tracks, with 
the Army seeking to address service-specific issues while DOD and VA are 
working together to address systemic problems. Many challenges remain, 
and critical questions remain unanswered. Among the challenges is how 
the efforts of the Army — which has the bulk of the returning 
servicemembers needing medical care — will be coordinated with the 
broader efforts being undertaken by DOD and VA. 

The centerpiece of the Army’s effort is its Medical Action Plan, and the 
success of the plan hinges on staffing the newly-created Warrior Transition 
Units. Permanently filling these slots may prove difficult, and borrowing 
personnel from other units has been a temporary fix but it is not a long- 
term solution. The Army can look to the private sector for some skills, but 
it must compete for personnel in a civilian market that is vying for medical 
professionals with similar skills and training. 

Perhaps one of the most complex efforts under way is that of redesigning 
DOD’s disability evaluation system. Delayed decisions, confusing policies, 
and the perception that DOD and VA disability ratings result in inequitable 
outcomes have eroded the credibility of the system. Thus, it is imperative 
that DOD and VA take prompt steps to address fundamental system 
weaknesses. However, as we have noted, key program design and 
operational policy questions must be addressed to ensure that any 
proposed system redesign has the best chance for success and that 
servicemembers and veterans receive timely, accurate, and consistent 
decisions. This will require careful study of potential options, a 
comprehensive assessment of outcome data associated with the pilot, 
proper metrics to gauge success, and an evaluation mechanism to ensure 
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needed adjustments are made to the process along the way. Failure to 
properly consider alternatives or address critical policy and procedural 
details could exacerbate delays and confusion for servicemembers, and 
potentially jeopardize the system’s successftil transformation. 


Mr. Chairman, this completes my prepared remarks. We would be happy 
to respond to any questions you or other members of the subcommittee 
may have at this time. 

For further information about this testimony, please contact John H. 
Pendleton at (202) 512-7114 or pendletonj@gao.gov or Daniel Bertoni at 
(202) 512-7215 or bertonid@gao.gov. Contact points for our Offices of 
Congressional Relations and Public Affairs may be found on the last page 
of this statement. GAO staff who made major contributions to this report 
are listed in appendix II. 
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Appendix I: Selected Issues Identified by 
Three Review Groups following the 
Reporting of Deficiencies at Walter Reed 


In the aftermath of deficiencies identified at Walter Reed Medical Center, 
three separate review groups — the President’s Commission on Care for 
America’s Returning Wounded Warriors, commonly referred to as the 
Dole-Shalala Commission; the Independent Review Group, established by 
the Secretary of Defense; and the President’s Task Force on Returning 
Global War on Terror Heroes — investigated the factors that may have led 
to these problems. Selected findings of each report are summarized in 
table 6. 
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Appendix I: Selected Issues Identified by 
Three Review Groups fi^lowing the Reporting 
of Deficiencies at W«lt» Reed 


Table 6: Selected Findings of Review Groups Reporting on Walter Reed Army Medical Center Deficiencies 


Review groups 

President’s Commission on Care lor 
America’s Returning Wounded Warriors 
(Doie-Shatala Commission) 

(July 2007) 


Secretary of Defense's 
Independent Review Group on 
Rehabilitative Care and Administrative 
Processes at Waiter Reed Army Medical 
Center and National Nava) Medical Center 
(April 2007) 


President's 

Task Force on Returning Global War on 
Terror Heroes 
(April 2007) 


Findings 

• A patient-centered recovery plan is needed for ail seriously injured servicemembers. 

• Department of Defense’s (DOD) disability and compensation systems need to be 
"completely restructured,” 

• DOD and the Department of Veterans Affairs (VA) must work to aggressively prevent 
and treat post-traumatic stress disorder (PTSD) and traumatic brain injuty (TBI) and 
reduce perceived stigma of both conditions. 

• Support for servicemembers' families must be strengthened, inciuding expanding 
DOD respite care and extending the Family and Medical Leave Act for up to six 
months for spouses and parents of the seriously injured. 

• DOD and VA should work together to quickly share clinical and administrative data 
with each other. A “My eBenefits" page for servicemembers should be established. 

• DOD and VA must assure that Walter Reed Army Medical Center has the clinical and 
administrative staff it needs, until its closure in 201 1 . 

• Comprehensive care, treatment, and administrative services not provided to the 
outpatient in a collaborative manner at Waiter Reed Army Medical Center. 

• Lack of clear, consistent standards for qualifications and training of outpatient case 
managers across the Amny, Nasry, and Air Force. 

• Lack of early identification techniques and comprehensive clinical practice guidelines 
lor TBI and its overlap with PTSD. within the military health system, results in 
inconsistent diagnosis and treatment. 

• Serious difficulties administering the Physical Disability Evaluation System due to 
significant variance in policy and guidelines among the military services, The current 
process is cumbersome, inconsistent, and confusing to providers, patients, and 
families. 

« No common automated interface exists between the clinical and administrative 
systems within DOD and among the services, or between DOD and VA. 

. DOD's and VA’s disability evaluation systems are confusing, time consuming, and 
sometimes inconsistent among the services and between DOD and VA, 

• No formal agreements for how active duty servicemembers should be managed 
when they receive services from both DOD and VA. 

• No agreements on definition of case management, functions of case managers, or 
how DOD and VA case managers should transfer patients to one another to assure 
continuity of care. 

• Servicemembers with mild to moderateTBl can be particularly difficult to diagnose 
given the lack of easily visible symptoms. 

• While VA provides a comprehensive medical benefits package for enrolled veterans, 
the current paper and online versions of the required paperwork for certain benefits 
packages (to not allow for identification of Operation Enduring Freedom / Operation 
Iraqi Freedom veterans. Further, the online application does not provide e- 
authentication or e-signalure capabilities thereby requiring veterans to submit signed 
applications and complete the entire form, inciuding some data they have already 
supplied VA. 


Sources: Presicienrs Commission on Care for Amenea's Returning Wounded Warriors, the lndsp«ident Review Qrouo, and die 
President’s Task Force <ei Returning Global War on Tmxtt Heroes, 
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Mr. Tierney. Thank you, Mr. Pendleton. 

Mr. Bertoni, we would be interested to hear from you. 

STATEMENT OF DANIEL BERTONI 

Mr. Bertoni. Good morning, Mr. Chairman and members of the 
subcommittee. I am pleased to be here to discuss an issue of criti- 
cal importance: providing timely, accurate, and consistent disability 
benefits to returning service members and veterans. Thousands of 
Operation Iraqi Freedom and Operation Enduring Freedom service 
members have been wounded in action, many of whom are now try- 
ing to navigate a complicated labyrinth of disability policies and 
often wait many months and even years for a decision. 

Various commission reports have noted that overhauling the dis- 
ability evaluation process is key to improving the cumbersome, in- 
consistent, and confusing bureaucracy facing injured service mem- 
bers. 

My testimony today draws on our ongoing work and focuses on 
three areas: current efforts to improve the evaluation process; chal- 
lenges to reforming the system; and issues to consider as DOD and 
VA press ahead on this important matter. 

In summary, our prior work has identified longstanding weak- 
nesses in DOD’s and VA’s disability programs, especially in regard 
to the timeliness, accuracy, and consistency of decisions. More re- 
cently, an Army Inspector General report noted similar problems 
with DOD’s system, including a failure to meet timeliness stand- 
ards, poor training, and service member confusion about disability 
ratings. 

In response, the Army developed several near-term initiatives to 
streamline processes and reduce bottlenecks such as expanding 
training, reducing the case loads of staff responsible for helping 
service members navigate the system, and conducting outreach to 
educate service members about the process and their rights. 

To address the more fundamental systemic issues, DOD and VA 
area also planning to pilot a joint disability evaluation system. The 
agencies are currently vetting multiple pilot options that incor- 
porate variations of: one, a single medical exam; two, a single dis- 
ability rating performed by VA; and, three, a DOD-level evaluation 
board for determining fitness for duty. However, at the time of our 
review, several key issues remain in question, such as who will 
conduct the medical exam, how the services will use VA’s rating, 
and determining the role of the board. 

DOD and VA recently completed a tabletop exercise of four pilot 
options using actual service member cases. While preliminary re- 
sults showed that no single option was ideal, officials told us they 
were currently analyzing the data to determine which option or 
combination thereof would be most effective. 

Although the pilot was originally scheduled for roll-out in 2007, 
this data slipped as officials continued to consider these important 
issues, as well as various commission report findings and pending 
legislation which could, in fact, affect the pilot’s final design and 
implementation. 

Beyond pilot design issues, DOD and VA face other challenges. 
Three of the options call for VA to conduct the medical exam as 
well as establish the disability rating. This could have substantial 
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staffing and training implementations at a time when VA, with 
400,000 pending claims already, is struggling to provide current 
veterans with timely and quality services. 

We are also concerned that, while having a single rating could 
improve consistency, VA’s outdated rating schedule does not reflect 
changes in the national economy and the capacity of injured service 
members to work, thus potentially undermining the re-integration 
of returning warriors into productive society. 

Going forward, DOD and VA must take aggressive yet deliberate 
steps to address this issue. Key program design and policy ques- 
tions should be fully vetted to ensure that any proposed redesign 
has the best chance of success. This will require careful, objective 
study of all proposed options and pending legislation, comprehen- 
sive assessment of pilot outcome data, proper metrics to gauge 
progress of the pilot, and evaluation process to ensure needed ad- 
justments are made along the way. 

Failure to properly consider alternatives or address critical policy 
details could worsen delays and confusion and jeopardize the sys- 
tem’s successful transformation. 

Mr. Chairman, this concludes my statement. I am happy to an- 
swer any questions you might have. 

Mr. Tierney. Thank you very much. Thanks to both of you gen- 
tlemen. 

General Schoomaker, would you care to make some remarks? 

STATEMENT OF MAJOR GENERAL ERIC SCHOOMAKER 

General Schoomaker. Mr. Chairman, Congressman Shays, dis- 
tinguished members of the subcommittee, thanks for this oppor- 
tunity to update you on the extraordinary and heroic acute care 
and rehabilitative and comprehensive support of our warriors and 
families being performed every day at Walter Reed Army Medical 
Center and throughout our Army. I am very proud to be here with 
you today sharing some of the many accomplishments of the clini- 
cians, medics, technicians, nurses, therapists, uniformed and civil- 
ian Army, Navy, Air Force, full-time, volunteers — all of those who 
care for these most-deserving American warriors and their families. 

Words, alone, really can’t do justice to caregivers at Walter Reed 
Army Medical Center and their colleagues throughout the Joint 
Medical Force for what they do every day in really extremely de- 
manding jobs. You have seen them yourself when you have been 
out to visit our hospitals. They are witness to much pain and suf- 
fering. The pace is constant and unyielding. But they recognize 
that we have the privilege to care for the best patients in the 
world, our young men and women who have given of themselves for 
our country. 

Our patients, as you have seen, are an astounding group of war- 
riors who inspire and amaze us every day. Their incredible spirit 
and energy drive our hospitals to the highest level of performance 
and invoke in our health care providers and staff a level of commit- 
ment and dedication to patients that is unparalleled, in my experi- 
ence. I am constantly impressed with the quality and caliber of the 
health care team at Walter Reed and their unwavering focus on 
caring for these deserving warriors and their families. 
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I am always careful to point out to all visitors and to members 
of the public and to our elected officials that the quality of care, 
itself, was never in question at Walter Reed or any military facility. 
As you know, my Command Sergeant Major Althea Dixon and I 
joined the Walter Reed leadership team in early March. In fact, I 
took command shortly before you. 

Our focus has been on ensuring that the warriors for whom we 
care get the very best medical care, the best administrative proc- 
essing, and the best support services that are available. With 
worldwide support from the Army leadership and of trusted col- 
league Brigadier General Mike Tucker, a career armor officer, a 
former NCO, and a veteran of both Operation Desert Storm and 
Iraqi Freedom, who set out to correct identified deficiencies and 
provide the very best for our warriors and their families, we have 
received extraordinary support from the U.S. Army Medical Com- 
mand, the entire Army, the senior Department of Defense leader- 
ship, and the Department of Veterans Affairs. 

During the past 6 months we have identified problems and, 
where appropriate, we have taken immediate corrective actions. 
Many involved the creation of support services which were present 
at larger Army installations but weren’t available at Walter Reed 
before the events of mid-February. 

The specifics of these changes and the continuing improvements 
are outlined in my formal written statement for this hearing. Let 
me focus on several recent events and key people to highlight our 
progress. 

First, I would like to talk about Staff Sergeant John D. Shannon. 
Many of you know Staff Sergeant Shannon is one of the first three 
soldiers who raised serious concerns about our care and support of 
soldiers like him. He lived in building 18. He appeared before this 
committee at a hearing held at Walter Reed in March. He has since 
met with you and members of your staff updating you on his con- 
cerns and progress, and, as you alluded to, Mr. Chairman, he re- 
cently was the subject of a newspaper cover story on continuing 
problems for our warriors in transition like him. 

I regret that he declined to be with us today. He is in the midst 
of out-processing, and I trust that he won’t take issue with my 
talking about him in an open hearing here to day. 

We have endeavored to work closely with wounded warriors like 
Staff Sergeant Shannon to improve our system of care and admin- 
istrative processes at Walter Reed, and, by extension, across the 
Army and the joint force, and into long-term care and continued re- 
habilitation within the Veterans Administration system. We imme- 
diately improved the housing conditions for all our warriors in 
transition who were in building 18 and any other accommodations 
that did not meet the highest standards of the Army. 

We created a triad of a squad leader, a physician primary care 
manager, and a nurse case manager to ensure the well-being; pro- 
vide comprehensive medical oversight; and ensure administrative 
efficiency, timeliness, and thoroughness in the care and rehabilita- 
tion and adjudication of physical disability for these warriors. 

Regrettably, in Staff Sergeant Shannon’s case we encountered a 
problem toward the end of his very lengthy acute treatment, reha- 
bilitation, and processing of disability which resulted in misin- 
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formation and fear of unnecessary delays in his medical retirement. 
But his chain of command and the support systems embodied in 
the triad responded promptly to his call for help and he underwent 
all steps on schedule in his Physical Evaluation Board process, and 
he is now out-processing from Walter Reed and will be medically 
retired from the Army. 

Ironically, Staff Sergeant Shannon, in conversations with him, 
did not realize that because the physical disability system and the 
Physical Evaluation Board are separated from our squad leaders, 
that he should not have gone to his squad leader to get help. In 
fact, that is exactly what we would have asked him to do, and we 
have used his example to re-educate people about how to get help 
within our system. 

We truly appreciated his service and his sacrifice. It is our obli- 
gation, it is, frankly, our sworn duty to heal soldiers like Staff Ser- 
geant Shannon. 

Every warrior in transition and every family is a unique case 
and experiences unique challenges. We won’t perform flawlessly al- 
ways, but we are hard at work building a team of clinicians, mili- 
tary leaders, and case managers and experts in all aspects of medi- 
cal benefits and physical ability adjudication to allow us to provide 
the very best possible care. 

Finally, let me talk briefly about efforts to accelerate the transi- 
tion at Walter Reed into a new Walter Reed National Military 
Medical Center at Bethesda and how our work on warrior care in 
the Army is being embraced by the entire joint medical community. 
Our transition is proceeding very well. Rear Admiral Promotable 
Madison of the Navy, who was recently appointed as the com- 
mander of the joint task force to combine medical military oper- 
ations in the National Capital Region, strongly supports the future 
establishment of a warrior transition brigade at the future Walter 
Reed National Military Medical Center in Bethesda, and that may 
well serve as a model for the development of a joint service ap- 
proach to caring for warriors in transition. 

We are also encouraged by recent directions from the Deputy 
Secretary of Defense, Mr. Gordon England, in an August 29, 2007, 
memorandum that directs the service Secretaries to use all existing 
authorities to recruit and retain military and civilian personnel 
necessary for seriously injured warriors and directing the Secretar- 
ies to fully fund these authorities to achieve this goal. 

In his memorandum. Secretary England directs the Secretary of 
the Army to develop and implement “a robust recruitment plan” to 
address identified gaps in staffing and sufficiently fund the Walter 
Reed budget to pay for these recruitment and retention incentives. 

These efforts should help to stabilize the work force at Walter 
Reed and to ensure that our warriors will continue to be cared for 
by the best health care professionals in the world. I believe that 
the actions that we have taken in the last 6 months will ultimately 
make Walter Reed and the Army Medical Department stronger or- 
ganizations, more adept at caring for warriors and their families. 

We need to continue to address our shortfalls. We need to con- 
tinue to focus on serving our warriors and families, and we will 
continue to improve. 
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Thanks for this opportunity to speak with the committee today 
and answer your questions. 

[The prepared statement of General Schoomaker follows:] 
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Mr. Chairman, Congressman Shays, and distinguished members of the 
sub-committee, thank you for the opportunity to update you on the extraordinary 
and heroic acute care, rehabilitation and comprehensive support of Warriors and 
Families being performed every day at Walter Reed Army Medical Center 
(WRAMC). It is with great pride that I share with you the accomplishments of the 
hundreds of clinicians, medics, technicians, nurses, therapists, leaders and 
administrators — uniformed and civilian. Army, Navy and Air Force, full-time and 
volunteers — ^who care for these most deserving Warriors and their Families. The 
caregivers at Walter Reed have extremely demanding jobs. They are witnesses 
to much pain and suffering. The pace is constant and unyielding. But they are 
also privileged to care for the best patients in the world-young men and women 
who have given of themselves for their country. Our patients are an astounding 
group of Warriors who inspire and amaze us every day. Their incredible spirit 
and energy drive this installation and evoke in our health care providers and staff 
a level of commitment and dedication to their patients that is unparalleled. I am 
constantly impressed by the quality and caliber of the health care team at Walter 
Reed and their unwavering focus on caring for these deserving Warriors and 
their Families. 

Since I joined the talented WRAMC Leadership team with my trusted 
Command Sergeant Major Althea Dixon in early March, my focus has been on 
ensuring that the Warriors for whom we care get the best medical care, the best 
administrative processing, and the best support systems available. With 
Brigadier General Mike Tucker, a career Armor officer, former Non- 
Commissioned Officer, and Operation Desert Storm and Operation Iraqi 
Freedom veteran at my side, and with countless other leaders throughout the 
organization, we have set out to correct identified deficiencies and provide the 
best of everything for our Warriors and their Families. Throughout this effort, we 
have received extraordinary support from the U.S. Army Medical Command, the 
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entire Army, the senior leadership of the Department of Defense and the 
Department of Veterans Affairs, as well as the United States Congress. 

During the past 6 months, we have identified problems and, where 
appropriate, have taken immediate corrective actions. Many involved the 
creation of support services which are present at larger Army installations but 
were not available at WRAMC before the events of mid-February. Some of our 
early accomplishments included: 

• Immediate relocation of Soldiers from Bldg 18 to the highest quality barracks 
space available in Abrams Hall on the WRAMC Campus 

• Installation of telephone, cable television, and internet in each Warrior in 
Transition room 

• Provision of Family Counselors who are available 24 hours-a-day/7 days-a- 
week 

• Establishment of priority access to medical care and appointments for 
Warriors in Transition undergoing Medical Evaluation Boards (MEB) as a 
means of ensuring effective healing and medical care as well as expediting 
completion of Medical and Physical Evaluation Boards 

• Establishment of a one-stop Soldier and Family Assistance Center (SFAC) 
that is centrally located in the Hospital providing all necessary services for 
family assistance, finance, and personnel actions 

• Establishment of a ‘Warrior Clinic" providing Warriors in Transition and their 
Families improved access to care, continuity of rehabilitative care, and 
enhanced movement through the medical process. 

• Establishment of a program to greet Family Members upon arrival at Andrews 
Air Force Base and civilian airports and escort them to WRAMC 

• Implementation of Monday welcome briefs and Thursday town hall meetings 
for Soldiers and Families 

• Distribution of informational handbooks and Warrior and Family Hotline cards 
to Soldiers and Families 
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• Elimination of the backlog of awards and decorations, in part by holding a 
series of frequent-now monthly — Purple Heart ceremonies in the Walter 
Reed auditorium attended by a standing room only audience of Soldiers, 
Families, hospital staff and fellow warriors 

• Co-location of Department of Veterans Affairs Social Work Liaisons with 
Nurse Case Managers (NCM) to facilitate seamless transition of Warriors in 
Transition to Department of Veterans Affairs programs and services 

• Employment of an Ombudsman to give Wounded Soldiers a source to resolve 
issues and combination of the Ombudsmen and Patient Representatives to 
form a Patient Advocacy Center 

• Enhanced accessibility to the hospital dining facility for Wounded Warriors 

• Creation of a Clothing Issue Point to issue new uniforms to Wounded 
Warriors 

These early accomplishments of the first 90 days were the “easy 
victories.” Although they required some innovative thinking and some 
bureaucracy busting, the solutions could be implemented quickly. These second 
90 days have involved the same level of effort and innovation, but the results are 
less eye-catching. Nevertheless, tremendous progress has been made and 
we've built the foundation for long-term sustainable improvements to the system 
of caring for Warriors in Transition. Some of these accomplishments include: 

• Attained sufficient staffing of Primary Care Manager (PCM), Nurse Case 
Manager, and Squad Leader (SL) personnel to meet the staffing ratios called 
for in the Army Medical Action Plan (AMAP) for these critical positions 

• Piloted myMEB, a web-based portal that became available Army-wide on 
July 9, 2007 to all Soldiers undergoing a MEB enabling them to track the 
progress of their MEB proceedings, as well as access a wealth of information 
to help them better understand the MEB process 
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• Served as a beta test site for a Staff Assistance Visit program designed to 
assist Warrior Transition Units Army-wide to become better able to execute 
their AMAP responsibilities 

• Conducted a 2-day Certification and Training Seminar in Silver Spring, 
Maryland. June 16 and 17, 2007 for all 35 Warrior Transition Units, in 
addition, the training provided during this seminar has been established as a 
resident course at the Army Medical Department Center and School at Ft. 
Sam Houston in San Antonio, Texas 

• Conducted training for Ombudsmen to help them cut through red tape to 
resolve concerns for Warriors in Transition 

• Initiated behavioral health certification training developed by the Department 
of Veterans Affairs to train all Clinical Social Workers, Nurse Case Managers, 
Psychiatric Nurses, and Psychiatric Nurse Practitioners who care for Warriors 
in Transition 

• Conducted Physical Evaluation Board Liaison Officer (PEBLO) performance 
training on the responsibilities of this pivotal position when it comes to 
efficient navigation of the Physical Disability Evaluation System 

As you are all well aware, for the last several years the Walter Reed 
campus has been home to hundreds of Warriors in Transition — formerly known 
as Med Hold and Med Holdover Soldiers-and to hundreds of their Family 
members. We’ve been running what essentially amounts to a fully-occupied 
intermediate or step-down rehabilitation complex on the grounds of Walter Reed 
Army Medical Center without the structure, design, or manpower to support it. 
Individuals were putting forth Herculean efforts to patch things together and 
make it work. Platoon sergeants — many of whom were former patients or 
medics tasked with new roles-were responsible, on average, for the care and 
well-being of 55 Soldiers with illness and injuries-some unseen, such as 
behavioral health challenges and mild Traumatic Brain Injury. This was an 
enormous burden to place on one individual, especially when those in their 
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charge were in many instances facing significant, life altering medical concerns 
and decisions about their and their Families’ future. 

The most important step we’ve taken to address identified shortfalls is to 
establish the Warrior Transition Brigade (WTB) and to fully implement the 
concept of a triad of a Primary Care Manager (usually a physician), a Nurse 
Case Manager and a small unit Army leader or Squad Leader. The WTB is 
organized as a distinct unit of the WRAMC Command with its own Table of 
Distribution and Allowances and formal staffing structure that includes a strong 
Command and Control element at the brigade and company levels to provide 
dedicated leadership and direction to ensure Warriors in Transition and their 
Families receive the care and assistance they require. Squad leaders are 
responsible for no more than 12 Warriors to ensure that each warrior can get 
personalized, one-on-one attention on a daily basis. Each SL has a close 
working relationship with the NCM assigned to that squad. The SL and case 
manager work as a team in conjunction with the third member of the triad, the 
PCM. Each part of the triad has clearly delineated responsibilities to care for the 
needs of the Warrior. These responsibilities overlap enough to provide a safety 
net of support that will not allow any Warrior to fall through the cracks. I am 
convinced that the power of a fully-staffed WTB along with the synergy of the 
triad will generate enormous contributions to the well-being of our Warriors. 

Another accomplishment that I'd like to highlight is the establishment of 
the Soldier Family Assistance Center at WRAMC. The family is an integral part 
of the recovery process for all our Warriors. We need to have support systems in 
place for Family members much like we do for the Soldiers. The SFAC is 
designed to support every need of our Family members. The staffing of an 
SFAC includes social workers, military finance and personnel experts, Morale, 
Welfare and Recreation specialists, liaisons to service organizations, and, most 
importantly, a caring person to listen to concerns. This is where we will escort 
our newly arrived Family members so that they can have a warm cup of coffee 
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and talk to a chaplain or counselor before seeing their Soldier for the first time. 
The SFAC is a concept that has worked with great success at Brooke Army 
Medical Center (BAMC) and we hope to expand upon that success with the 
establishment of a SFAC here at WRAMC. 

We have also established a network of ombudsmen at WRAMC and 17 
other Army hospitals to serve Warriors and their Families as independent 
resources and problem solvers. Ombudsmen work closely with Patient 
Advocates and are readily available and in regular contact with Warriors in 
Transition and their Families to determine areas where they can be of assistance 
to resolve concerns that may not have been solved by other means. Each 
ombudsman has been specially trained for his/her new role and has been given 
direct access to commanders in another effort to bust bureaucracy. 

As with the example of the SFAC concept taken from BAMC and the triad 
concept borrowed from other installations, we have aggressively harvested best 
clinical and administrative practices from a variety of settings or are developing 
them de novo and are then standardizing them across the Army Medical 
Department. BG Tucker and the staff of the AMAP Cell identify and incorporate 
on an ongoing basis best practices found during Staff Assistance Visits, or 
identified by the various Task Forces and Commissions that have examined the 
care and assistance provided to Warriors in Transition and their Families. Our 
goal is to take advantage of these insights and ensure that the AMEDD remains 
on the cutting edge when it comes to providing world class care to our brave 
Soldiers and their Families. 

Efforts to accelerate the transition of WRAMC to the new Walter Reed 
National Military Medical Center at Bethesda (WRNMMC) are proceeding well. 
RADM John Mateczun, DSN, recently appointed as Commander of the Joint 
Task Force to combine military medical operations in the National Capitol 
Region, strongly supports the future establishment of a Warrior Transition 
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Brigade at the future WRNMMC that may well serve as the model for the 
development of a joint Service approach to caring for Warriors in Transition. Also 
encouraging is the recent direction provided by the Deputy Secretary of Defense, 
Mr. Gordon England in his August 29, 2007 memorandum directing the Service 
Secretaries to use all existing authorities to recruit and retain military and civilian 
personnel necessary to care for Seriously Injured Warriors, and directing the 
Secretaries to fully fund these authorities to achieve this goal. In this 
memorandum. Secretary England also directs the Secretary of the Army to 
develop and implement a “robust recruitment plan” to address identified gaps in 
staffing and sufficiently fund the WRAMC budget to pay for these recruitment and 
retention incentives. To ensure the success of this recruitment effort. Secretary 
England also directed that Dr. David Chu, the Under Secretary of Defense for 
Personnel and Readiness, develop with the Departments of the Army and Navy a 
“Guaranteed Placement Program” to maximize placement of WRAMC employees 
affected by the transfer of health care services under the Base Realignment and 
Closure process to the new Walter Reed National Military Medical Center or 
Dewitt Army Community Hospital. These efforts should help to stabilize the work 
force at Walter Reed and ensure that our Warriors will continue to be cared for by 
the best health care professionals in the world. 

The recent opening of the Military Advanced Training Center (MATC) at 
WRAMC is yet the latest development in optimizing care and rehabilitation for our 
Wounded Warriors, The new, state-of-the-art $10 million dollar rehabilitation 
center for amputees, Traumatic Brain Injured and other Warriors in Transition 
with functional losses provides a dedicated 31 ,000 square foot facility where staff 
can focus on Service members who have lost a limb or an eye, their hearing, the 
ability to maintain their balance, orientation, or fine motor skills-but have never 
lost their fighting spirit or their Warrior Ethos. They are committed to restoring 
the capacity for these brave men and women to serve the Nation as Warriors or 
as productive citizens. The capabilities and even the specialized equipment of 
the MATC will be moved to the new WRNMMC when it is built. 
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I believe that the actions of the last 6 months will ultimately make Walter 
Reed and the Army Medical Department stronger organizations which are more 
adept at caring for Warriors and their Families. We need to continue to address 
our shortfalls, we need to continue to focus on serving our Warriors and their 
Families, and we will continue to improve. 

I greatly appreciate the privilege to command this great Army medical 
institution and the opportunity to report on the progress we have been making at 
WRAMC these past six months. Thank you for holding this hearing and giving us 
the opportunity to share our accomplishments and to re-affirm our unyielding 
commitment to provide the best care available to all our Warriors and their 
Families. 
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Mr. Tierney. Thank you, General. 

Mr. Dominguez. 

STATEMENT OF MICHAEL L. DOMINGUEZ 

Mr. Dominguez. Thank you, Mr. Chairman. Mr. Chairman, Con- 
gressman Shays, distinguished members of the committee, thank 
you for the opportunity to update you on the progress we have 
made improving the systems for support and care of our wounded, 
ill, and injured service members and their families. 

I apologize for the tardiness of my written testimony, but trust 
that you will find within it the specific information you need in 
order to fulfill your oversight responsibilities. 

I would like to use this opening statement to make four headline 
points: First, the issues that emerged at Walter Reed last February 
did, indeed, uncover systemic deficiencies in our care and support 
for the wounded, ill, and injured. We failed. We acknowledge that 
failure, and the senior leadership of the Defense Department is 
committed to correcting the system and repairing the damage. Sec- 
retary Gates has stated that, outside of the war, itself, he has no 
higher priority. 

Next, it is absolutely clear to us that fixing this system requires 
a partnership with the Congress, with the various advisory com- 
mittees, with the Nation’s many charitable and service organiza- 
tions, but first and foremost a partnership with the talented men 
and women in the Department of Veterans Affairs. Deputy Sec- 
retary Mansfield of the VA and Deputy Secretary England of De- 
fense established the Senior Oversight Committee to forge that 
partnership. At my level, I believe I have spent more time over the 
last few months with Under Secretary Cooper and Assistant Sec- 
retary Dunne than I have spent with members of my own staff. We 
are jointly and cooperatively working this challenge. 

Third, we have accomplished a great deal. That is documented in 
our testimony. We are doing more every day. In fact, only yester- 
day the two Deputy Secretaries endorsed a plan to pilot a sub- 
stantive revision of the disability evaluation system which features 
a single comprehensive physical exam done to VA standards using 
VA templates and a single rating for each disabling condition, with 
that rating issued by the world-class professionals at DVA, and 
that rating decision being binding on the Department of Defense. 
Integrating DVA into DOD’s administrative decisionmaking proc- 
esses is evidence of the extraordinary level of cooperation we have 
achieved. 

Four, while we have accomplished a great deal, there is still 
more to do. We will do everything we can within the realm of policy 
and regulation. Undoubtedly, we will seek legislation, but that leg- 
islation would be ground-breaking, changing the foundations of our 
current disability systems and changing fundamentally roles and 
responsibilities among Government agencies. We do not need from 
the Congress prescriptive legislation addressing the minutia of how 
we execute our responsibilities within current law. We do need and 
welcome your oversight of these areas through hearings such as 
this one and visits such as you conducted earlier this week. And 
when we have formed our ideas about fundamental changes, we 
will bring them to the Congress. In the meantime, we are making 



80 


changes, we are making them fast, and we won’t stop until our 
wounded warriors have the support system they deserve. 

Thank you. I look forward to your questions. 

[The prepared statement of Mr. Dominguez follows:] 
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INTRODUCTION 

SEAMLESS CONTINUUM OF SERVICES IN RECOVERY, 
REHABILITATION, AND REINTEGRATION OF WOUNDED, 

ILL, AND INJURED SERVICE MEMBERS 

Mr. Chairman and distinguished members of this Subcommittee, thank you for 
inviting me to be here today. Last February, deficiencies at Walter Reed exposed 
systemic flaws in services to wounded, ill, and injured Service members and their 
families, and provided the impetus for us to take a comprehensive look at the full life 
cycle of treatment for wounded veterans returning from the battlefield. I am pleased to 
have an opportunity today to discuss the Department’s progress improving the recovery, 
rehabilitation, and reintegration of our wounded, ill, and injured Service members. 

When I last testified before this Committee in April, 1 indicated a number of 
review groups and task forces had been established, we were studying their work and 
recommendations, and we were on a fast track to develop and implement improvements. 
I am here today to tell you that much has been accomplished since then. 

On May 3, 2007, the Departments of Defense (DoD) and Veterans Affairs (VA) 
jointly established the Wounded, 111, and Injured Senior Oversight Committee (SOC). 
The SOC was established to ensure the recommendations of the various task forces and 
committees were properly reviewed, coordinated, implemented, and resourced. Under 
cognizance of the SOC, our two Departments have smdied the issues, and are designing 
and implementing changes to our policies and programs. We have accepted and are 
working on all the recommendations irom the Task Force to the President on Returning 
Global War of Terror Heroes and from the President’s Commission on Care for 
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America’s Returning Wounded Warriors. We also have accepted and are working on all 
but three recommendations from the Independent Review Group on Rehabilitative Care 
Administrative Processes at Walter Reed Army Medical Center and National Naval 
Medical Center, and all but one recommendation from the DoD Task Force on Mental 
Health. The four recommendations and reasons for their rejection are in Table 1, 
enclosed with this testimony. 

Our work continues, however, and the SOC, co-chaired by the Deputy Secretary 
of Defense and Deputy Secretary of Veterans Affairs, continues to meet weekly to 
streamline, de-conflict, and expedite the two Departments’ efforts to improve support of 
injured Service members’ recovery, rehabilitation, and reintegration. 

Senior Defense and Veterans Affairs officials serve on the SOC. This includes 
the Service Secretaries, the Chairman of the Joint Chiefs of Staff, the Service Chiefs, the 
VA Under Secretary for Health, the VA Under Secretary for Benefits, the VA Assistant 
Secretary for Policy and Planning, and the VA Deputy Assistant Secretary for 
Information and Technology. The driving principle guiding the SOC’s efforts is the 
establishment of a seamless continuum that is efficient and effective in meeting the needs 
of our wounded, ill, and injured Service members/veterans and their families. 

Supporting the SOC decision-making process is an Overarching Integrated 
Product Team (OIPT), composed of the Assistant Secretaries of Defense, the Military 
Department Assistant Secretaries for Manpower and Reserve Affairs, and other senior 
officials from DoD and VA. The OIPT reports to the SOC and coordinates, integrates, 
and synchronizes the work of eight Lines of Action and recommends sourcing solutions 
for resource needs. 
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The diagram below depicts the structure supporting the SOC. The Lines of 
Action, which have Senior Executive Service Co-Leads from both Departments, establish 
plans, set and track milestone, and identify and enact early, short-term solutions. 
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The Lines of Action and their goals are: 

• LoA #1: Redesign the Disability Evaluation System 

Goal: To develop a single, supportive, and transparent disability evaluation 
system. 

• LoA #2: Address Traumatic Brain Iniurv/Psvchological Health 

Goal: To provide Service members with lifelong standardized and comprehensive 
screening, diagnosis, and care for all levels ofTBl and PTSD, in conjunction with 
education for patient and family members. 

• LoA #3: Fix Case Management 

Goal: To coordinate health care, rehabilitation, and benefits, delivery of services 
and support that will effectively guide and facilitate Service members and their 
families through necessary processes. 

• LoA #4: Expedite Data Sharing 
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Goal: To ensure appropriate beneficiary and medical information is visible, 
accessible, and understandable through secure and interoperable information 
management systems. 

• LoA #5: Facilities 


Goal: To provide Service members and families with the best possible facilities 
for care and recovery. 

• LoA #6: “Clean Sheet” End-to-End Review 


Goal: To honor our Service members by providing wounded, ill, and injured 
personnel and their families the best quality care and a compassionate, fair, 
timely, and non-adversarial disability adjudication process - enabling Service 
members to return to the fullest, most productive and complete quality of life 
possible. 

• LoA #7: Comprehensive Legislation and Public Affairs 

Goal: To coordinate the development of comprehensive legislation that will 
provide the best possible care and treatment for injured Service members and 
families. Additionally, to keep the public informed of significant accomplishments 
and events. 

• LoA #8: Personnel. Pay, and Financial Benefits 

Goal: To provide compassionate, timely, accurate and standardized personnel, 
pay, and financial support practices for Wounded, Injured and to ensure 
appropriate data sharing, quality control, and support benefits. 


FEBRUARY IS LONG PAST 

Facilities 

I am pleased to report the living conditions disclosed last February at Walter Reed 
Army Medical Center’s Building 18 are remedied and the outpatient housing conditions of 
our Wounded Warriors throughout the Department are improving every day. To ensure sub- 
standard facilities are identified and actions are taken to remedy them, a few weeks ago, the 
SOC approved new DoD Housing Inspection Standards for Medical Hold and Holdover 
Personnel. 


5 



86 


These new approved Housing Inspection Standards require the Military Services to 
assign Medical Hold and Holdover Personnel to housing that meets or exceeds applicable 
quality standards and is appropriate for their medical condition, expected duration of 
treatment, dependency status (including non-medical attendants, if authorized), and 
paygrade. 

The particular housing and associated amenities and services provided will be an 
integral part of a Service member’s medical treatment plan. In addition, the chain of 
command will be responsible, in consultation with patients and their medical support team 
and case managers, to validate that every Medical Hold and Holdover Person is adequately 
housed in accordance with these new standards. If these standards cannot be met for a 
particular individual, installation commanders must notify their Service Headquarters. To 
ensure our facilities are maintained at this quality standard, periodic inspections will be 
conducted at least annually. In the event a deficiency is identified, the commander of the 
facility will submit to the Secretary of the Military Department a detailed plan to correct the 
deficiency, and the commander will re-inspect the facility until the deficiency is corrected. 
And, finally, the Military Services will implement periodic and comprehensive follow-up 
programs using surveys, one-on-one interviews, focus groups, and town-hall meetings to 
learn how to improve Medical Hold and Holdover personnel housing and related amenities 
and services. We have implemented these new standards and are currently conducting 
inspections. In December, our inspection report on all DoD medical treatment and Medical 
Hold and Holdover facilities will be sent to Congress. 

Data Sharing Between Defense and Veterans Affairs 
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We also have been making good progress on our information technology efforts 
to share medical information between the DoD and VA. We are committed to 
developing a seamless health information system for use within our Department and with 
DVA. Our long-term goal is to ensure appropriate beneficiary and medical information is 
visible, accessible, and understandable through secure and interoperable information 
management systems. Our short-term goal is to accelerate and improve data sharing 
among our two Departments. The SOC has approved initiatives to ensure health and 
administrative data are made available and are viewable by both agencies. For example, 
all DoD and VA sites are now able to view outpatient prescription data, outpatient and 
inpatient laboratory and radiology reports, and allergy information on patients treated by 
either Department. The Bi-Directional aspect of the system also allows for VA health 
data on Service members now to be viewed through the Armed Forces Health 
Longitudinal Technology Application (AHLTA) by DoD providers. Importantly, plans 
for a single Web portal to support the information needs of the Wounded, 111 or Injured 
Service members and their families should be ready in December 2007. This Web portal 
will allow users to access user-specific information about relevant programs, benefits and 
services available to them in both the private and public sector. Table 2 provides a 
summary of our progress sharing health data. 

Care Management 

We have received numerous recommendations from the various committees that 
have studied wounded warrior clinical and non-clinical care management issues, and we 
are committed to providing world class programs and services that improve significantly 
the delivery of quality and timely medical care to severely wounded Service 
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mernbers/veterans and their families. We also are committed to eliminating bureaucratic 
hurdles and red tape, and creating a streamlined, efficient continuum of care. In 
particular, DoD, in partnership with the VA, is working to reduce the complexities of 
traversing our two care management systems through the creation of an integrated 
continuum of case management model. 

Psychological Health and TBI 

The DoD, in a collaborative effort with VA, has made great strides in addressing 
issues surrounding psychological health (PH) and traumatic brain injury (TBI) concerns 
across the full continuum of care. The focus of these efforts has been to create and 
ensure a comprehensive, effective, and individually focused program dedicated to 
prevention, protection, identification, diagnosis, treatment, recovery, and rehabilitation 
for our military members, veterans, and families who deal with these important health 
conditions. 

Since June 2007, a collaborative team of DoD and VA experts known as the “Red 
Cell” has worked to (1) create an integrated, comprehensive Department of 
DefenseWeterans Affairs program to identify, treat, document, and follow-up those who 
experience TBI or PH conditions while either deployed or in garrison; and (2) determine 
how to build resilience, both in people and in organizations, to prevent issues from 
developing and to reduce their impact if they do occur. In July, we received the report of 
the Mental Health Task Force, whose recommendations cover this same domain. Our 
report to the Congress addressing the recommendations of that Task Force has just been 
released, and is enclosed at the end of this testimony. 
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We have significant TBI and PH achievements. Using best practice guidance, 
behavioral health professionals are being integrated into the primary care setting for early 
identification of TBI and PH issues. Psychological health governance structures and 
trusted advisors to our commanders and senior leaders are being built at all levels, 
including embedding psychological health professionals into line units. 

DoD and VA have partnered to develop clinical practice guidelines (CPG) for 
Post-Traumatic Stress Disorder (PTSD), Major Depressive Disorder, Acute Psychosis, 
and Substance Use Disorders. These guidelines help practitioners determine the best 
available and most appropriate care for PH conditions. In an effort to ensure that 
providers are trained in best practices, DoD also has been collaborating with VA in 
providing training in evidence-based treatment for PTSD. 

To ensure Service members are appropriately screened for TBI, questions have 
been added to Post Deployment Health Assessment and Post Deployment Health 
Reassessment. Also, Post Deployment Health Assessment and Post Deployment Health 
Assessment Reassessment information is being shared between DoD and VA clinicians 
as part of an effort to facilitate the continuity of care for the veteran or Service member. 
Finally, identification and treatment for TBI have been enhanced through world- 
renowned TBI training to over 800 of our clinicians. 

To ensure that there are appropriate staffing levels for PH, a comprehensive 
staffing plan for psychological health services has been developed based on a risk- 
adjusted, population-based model. In addition, to support and ensure appropriate staffing 
levels, DoD has partnered with the Department of Health and Human Services (DHHS) 
to provide uniformed Public Health Service officers in Military Treatment Facilities to 
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rapidly increase available mental health providers for DoD. Finally, we are programming 
over $900 million dollars to support PH and TBI prevention, treatment, and research to 
ensure that our services achieve and maintain excellence across the complete system of 
care. 

To assist our children, we have expanded our Mental Health Self Assessment 
Program to include mental health education and suicide prevention training for children, 
parents and teachers in the DoD schools. We are also expanding the Emmy-nominated 
Sesame Street Workshop to help young children understand and manage the stress 
associated with having a deployed parent. 

Our Senior Oversight Committee also has approved a national Center of 
Excellence for PH and TBI. It will include liaisons from both VA and DHHS, as well as 
an external advisory panel organized under the Defense Health Board to provide the best 
advisors across the country to the military health system. This center will facilitate 
coordination and collaboration for PH and TBI related services among the Military 
Services and VA, promoting and informing best practice development, research, 
education and training. 

We have many more plans underway to continue the tradition of excellence that 
has characterized our military and veteran health system for decades. We are putting into 
place systems that will monitor quality and rapidly institutionalize new innovations and 
best practices as the science and practice of health promotion and clinical practice 
continues to advance. Our commitment to a consistent system of excellence will grow 
with time and experience, and our dedication to the fighting force and their families will 
not falter. 
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Disability Evaluation System 

The Departments of Defense and Veterans Affairs are working closely to redesign 
and establish one Disability Evaluation System (DES) for use by Service members. A 
pilot program was explored via a “tabletop” exercise to ensure that no Service member 
would be disadvantaged by this new system, and that the Service member receives the 
high quality medical care, and appropriate compensation and benefits for the residuals of 
his or her disabilities incurred or aggravated by military service. An operational pilot 
program and schedule was just briefed to the SOC. If it is as successful as we plan, this 
pilot program will be expanded beyond the Washington Capital Region to become the 
DES system, worldwide. 

The proposed new system is a much more efficient and due process friendly one. 

It will produce more consistent outcomes and, with DoD and VA working together as a 
team, the new system is a seamless, single process for users. We envision it cutting in 
half the time it takes for a Service member to go through the DES, from the time the 
member is referred for a Medical Evaluation Board (MEB), to the time the member is 
discharged from active military service and receives his or her first payment from VA. 

An important improvement in this new system is that the Service member will 
only be required to have one medical examination to meet the requirements of both DoD 
and VA. Currently, a Service-specific medical examination is required for the purpose of 
determining a Service member’s ability to continue on active military service based on 
the residual unfitting disability and the Service member’s rank, rating, or military 
occupational skills, and a VA medical examination is also required for the purpose of 
evaluating the residual of the disability under the VA Schedule for Rating Disability, so a 
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percentage evaluation can be assigned to the disability. Under the current system, if 
Service members are found unfit and are separated or retired, they must complete the 
second VA exam to determine whether the claimed medical conditions are service- 
connected and represent impediments to full employment capability. 

Under the proposed new system, the one medical examination collects 
information required by both Departments. Under this system, when the Service member 
transitions to civilian life, the VA already will have the information needed to 
immediately start paying the (new) veteran the appropriate amount of compensation for 
the residuals of his or her disability incurred or aggravated by military service. 

This new DES will also allow the Services to ensure they have control over who 
is fit or unfit for further military service, and we would have a “one-stop shop” for the 
seamless transition of our wounded warriors from Solider, Airman, Sailor, or Marine to 
civilian life. 

Financial and TRJCARE Assistance 

Another area where we have made great strides is offering a new premium-based 
health care plan called TRICARE Reserve Select (TRS). Beginning October U‘, our 
Reserve and National Guard members may enroll in this comprehensive plan which 
allows these members freedom to manage their own health care. TRS coverage is similar 
to TRICARE Standard and TRICARE Extra, but covered members and family members 
may access care from any TRICARE-authorized provider, hospital, or pharmacy - 
whether in the TRICARE network or not. TRS covered members may also access care at 
military treatment facilities on a space-available basis. They pay the same TRICARE 
cost-share and deductible as active duty family members. 
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The DoD has increased staffing levels for finance and other personnel at specific 
medical treatment facilities to ensure full support of the fiscal health of the Wounded 
Warrior. The Army and Navy have efforts underway to develop and implement methods 
to ensure appropriate staffing levels remain in place at both Walter Reed Army Medical 
Center and the Navy’s facility at Bethesda throughout the upcoming Base Realigtunent 
and Closure (BRAC) 2005. These efforts include combined civilian hiring panels, 
standardized job classification/grades and DoD directives to maximize civilian medical 
professional recruitment and retention incentives. 

Service members transitioning from military to civilian life can benefit from a 
collaborative effort between DoD and the Department of Labor (DoL). DoD recently 
uploaded the DoL Pre-Separation Guide which informs Service members and families of 
available transition assistance services and benefits at the click of a mouse. 

(http ;\www.TurboT AP.org). 

Another resource tool available to our transitioning Service members is the 
expansion of the PatriotExpress Loan program. The PatriotExpress Loan offers a lower 
interest rate and an accelerated processing time. Loans are available for up to $500,000 
and can be used by Wounded Warriors for most business purposes. 

Additionally, DoD expanded Wounded Warrior Pay Entitlement information on 
the Defense Finance and Accounting Service (DFAS) website and other organizations 
have linked to the website, and in July 2007, the DFAS posted an easily understood 
decision matrix on eligibility for Combat-Related Injury Rehabilitation Pay (CIP) which 
allows Wounded Warriors to determine their eligibility for CIP on the website. 
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The Department has established better tracking capability and improved staffing 
for the DFAS Casualty Travel Pay Section. The travel voucher payment turn-around 
time has improved to an average of three processing days after receipt, down from a 
reported processing time in March 2007 of as much as 15 days. 

The DoD and the VA have coordinated and are now sharing patient administrative 
data for active duty military personnel receiving care as inpatients in Veterans Affairs 
facilities. The two Departments continue to work toward a long-term solution of 
automatic data sharing between VA and DoD, which will ensure timely notification of 
patient status and ensure appropriate pay support. 

The DoD and VA have shared information concerning Traumatic Injury Service 
members Group Life Insurance (TSGLI) and have implemented plans replicating best 
practices after the first year of this program. The Army is now placing subject matter 
experts at MTFs to provide direct support of the TSGLI application process and improve 
processing time and TSGLI payment rates. The VA Insurance provider's payment time, 
upon receipt of an approved package, averages between 2 to 4 days. We have been 
successful using Congressional authority from the NDAA FY07 allowing continuation of 
deployment related pays for those recovering in the hospital after injury or illness in the 
combat zone. This ensures no reduction in deployment pays while the Service member is 
recovering. 

WAY AHEAD 

The work of the Senior Oversight Committee and its Overarching Integrated 
Product Team will continue. Both the SOC and OIPT are meeting weekly to review, 
coordinate, resource, and implement the recommendations of the various review groups 
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and task forces, and to integrate further the work being conducted by the OIPT lines of 
action. This work will expand to include the recommendations of both the DoD 
Inspector General’s report on DoDA/’A Interagency Care Transition, and the Veterans 
Disability Benefits Commission report, which are both due to present their findings and 
recommendations this next month. 

The Departments of Defense and Veterans Administration also are solving 
problems through the use of policy and existing authorities. For example, our Deputy 
Secretary of Defense in August directed the Secretaries of the Military Departments to 
use all existing authorities (e.g., special pays, critical wartime accession bonuses) to 
recruit and retain military and civilian personnel to the limits authorized in current 
manning documents, required for care of our seriously injured warriors. These changes 
provide immediate improvement to the continuum of care for our wounded, ill, and 
injured Service members, and can be implemented by the Departments without the 
requirement for additional legislation. 

As we continue to work through this complex system, we are learning and 
forming judgments as to what statutory changes will be necessary to improve the 
seamless continuum of recovery, rehabilitation, and reintegration of our wounded, ill, and 
injured Service members. We look forward to communicating these to Congress at the 
appropriate time, and working with Congress in pursuit of these legislative changes. 

Thank you for this opportunity to provide information on the considerable 
progress we are making on improving the recovery, rehabilitation, and reintegration of 
our wounded, ill, and injured Service members. 
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I'able 1: 


Ri;('{)MMKM)ATION(.S) 

DOD AND VA .itliM Sh.'^T.ssM!' N 1. 
RECOMMIMIAI ION \M5 
DETLU.MIA.XI U'A 

Independent Review Group (IRG) 


1. Conduct quality assurance review of all 
militaiy services decisions of 0-20% 
disability and existed prior to military 
service (EFTS) cases since October, 7, 

2001 , to ensure fairness, consistency, and 
compliance with applicable regulations. 

1. Not Accepted. The existing Board for 
Correction of Military Records (BCMR) 
process is fully responsive to this issue. The 
DoD Office of General Counsel process 
requires affected individuals to initiate the 
BCMR process. Joint Disability Review 

Board (JDEB) could review “selected” cases 
if needed for quality control. 

2. Review Traumatic Serviceman’s Group 
Life Insurance (TSGLI) to ensure coverage 
is expanded to include Post traumatic 

Stress Disorder (PTSD) to TSGLI 

2. Not Accepted. PTSD is adequately 
covered through TSGLI's description of the 
loss of ability to perform activities of daily 
living resulting from specifically 
described physical and psychiatric conditions 
through which PTSD manifests itself.TSGLI 
standards are dictated by law. The VA 
completed a one-year review of TSGLI 
and does not support addition of PTSD to 
TSGLI, 

3. The Secretary of Defense and all 
military service Secretaries should 
establish a program that returns previously 
deployed Reserve Component Service 
members back to an active duty status for 
Po.st-Deployment Reassessment and 
evaluation by medical professional, six 
months post demobilization. 

3. Not Accepted. Several programs are now 
underway to determine tlie most appropriate 
way to meet reintegration needs of 
demobilized Guard & Reserve, including one 
program that autliorizes involuntary recall, 
and another that brings the needed services to 
the member’s hometown.There are 
alternative approaches to construct the 
post-deployment health reassessment for 
Reservists, including battle drills, targeted 
command emails, and leadership phone 
calls; all of which are less disruptive to 
our Reserve forces than being placed on 
mandatory active duty status, are as 
effective in obtaining the required 
iirformation, and are already being 
conducted by the Services. 

Mental Health Task Force (MHTF) 


L DoD should ensure that covered 
TRJCARE mental health services include 
V-codes related to partner relational 
problems, physical/sexual abuse. 

1. No action required. Coverage for 
situational problems is cim-entiy available 
across the system through the fully funded 
Military OneSource program and other family 
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bereavement, parent-child relation support programs. Expanding TRICARE 

problems, and otlier appropriate services. benefits would duplicate existing programs. 
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Table 2: 

DoDA/A Electronic Information Sharing Focus Areas 



F^rtJscriDlion data, tab & radiology 


Sorvicv 

.Ve/ndors 


I NOW; PresctipUor? data, tab & radiology results, allergy 
hinfoimation, inpatient tfisidiarge summsies... 


All VA Medical FacilHr- 


Shared Patients S. New 

Veterans Receiving Care 
from VA 


Since 2004 ^M^f!^itt^989 forward) 

r LATER THIS YEAR: Clinic^ notes, probtem lists. 

inpatient amsults and optative notes, theater data... 


^Supporting cars for more than 2.3 

miti/on patients to Pate 


Severely Wounded 
Warriors 


Since March 2067 


VA Polytrauma Centers 




nay Conlrj''t Av/JiJ July 200 


a Military pay. activation/mobiOzation, educadrm b^efit 
Fi elinibltitv, insuranceAienefit eHt^ritity ... 

"m. 


'With im 

iiormett 


Litres of acUon, task forces, commissions, iegistation. 
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DoDA/A Data Sharing - Milestones & Plans (Health) 



DoD and begin exchan^g 
comjKitable outpatient 
phannacy wd medication 
^rgydata 


The recent acceleration ©f sharing, 
activity and expedited support for 
VVounded Warriors are based one 
history of foundatiorral efforts 


DoD begins sending 


DoD begins swiding 
eiecSronic fiealth 
information to the VA for 
separated Service 
members 


records to VA 
polytrauma centers 


Jul-Dec08 


Mar 07 


May 08 

Analvtls of 
• attbmatives 
forVA-Dbd 
inpadent- 


DoD and VA 
tobegm. 
sbara^ vital 


DoD begins mortthlv 


DoD and VA enable providers 
to view select health 
Information Irom eaiier 
Department lor shared 


DoO begins adding 
inpatietrt 


tieatih information to the VA 
lor n ewiv separated Service 
members 


DoD and VA 
announce plans to 
pursue a joint 
Inpatient 
electronic 


§ Separated Service members i 

Shared Patiertts S New Veterans Receiving Care frwn VA ; 
A Joint Inpatient Electronic Health Record 
0 Severely Wounded Warriors 


Oct 07 


application 


Records from 3 , 
DoO WTF»ta.4VA' 
potyiraumti CBRiers 


DoO begins sending electronic 
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Electronic Health Data Sharing 



Data Sharing 


One-way push of data upon separation 


Bidirectional, real-time view of pharmacy and allergy data, 


laboratory results, and radiology reports 


Bidirectional, real-time view of discharge summaries 


Bidirectional, real-time computable pharmacy and allergy 
data 


One-way transfer of digital radiology images 


I'uluie Health Data Sharing 


Theater clinical data 


Bidirectional, real-time view of provider notes, procedures, 


and problem lists 


Bidirectional, real-time view of vital signs 


Bidirectional, real-time view of family history, social history, 


other history, questionnaires, and forms 


JRG , in^pendentRevjwOroop- •• 

GWOT s- GIrtwl War oft Temif.Heroes Report' . . . 

PCCWW :• Pf©$M«yrsCommis8feiT.oriCariefeFAmenca’8Wcfumie<}-WanlQFg'. 


Pharmacy, laboraiory, and radiotogy reports, aller^ data, dlschar^ sunmtaries 
<from CHCS), reports, standard -amPutatofy data encounter. Pra- and Post- 


Deptoyment Heatfh Asscasmwrt andPdst-paptoyinehl Health.Reassessment 


Available 

Responds Tt 

2002 - 2006 i 

IRG, GWOT, 
PCCWW 

2007 

IRG, GWOT, 
PCCWW 

2007 - 1 1 DoD sites 
2006 - all VA sites 

IRG, GWOT, 
PCCWW 

2007 - 7 sites 

All DoD by Dec 2007 

IRG, GWOT, 
PCCWW 

3 DoD sites to 4 VA 
Polytrauma Centers 

IRG, GWOT, 
PCCWW 



Target 

Responds T( 

Dec 2007 

IRG, GWOT, 
PCCWW 

Dec 2007 

IRG, GWOT, 
PCCWW 

June 2008 

IRG, GWOT, 
PCCWW 

Sept 2008 

IRG, GWOT, 
PCCWW 
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DoDA/A Data Sharing - Milestones & Plans (Personnel / 
Administrative) 



Jan 07 


® Data To Support Personnel / Administrative Requirements 


UIC Mailirtg Address 
data added to the 
automated data How 
from OMOCtoVA 
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DoDA/A Data Sharing - Information Exchanges (Personnel/ 
Administrative) 






(2Q00) 

_i 

■I 



^ 11 




i Activation and Mobilization Data 

(2006) 

■4 is 

i MG IB Benefit Eligibility Data 

(2006) 


i Education Benefit Eligibility 

V (2006) 


DIG Mailing Address Data 

V (2007) 


i Expanded Military Pay Information 

V (2007) 

V 

i Insurance/Benefit Eligibility Data 

V 

V 

i MemberA/eteran Family Member Data 


'I I 
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Appendix ! 

DoD Response to Task Force on Mental Health Report 
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Mr. Tierney. Thank you. 

I want to break protocol here a little bit because I don’t generally 
do this, but I think my colleagues would share this. I hear the 
tenor in your voice about not wanting Congress to come in with 
prescriptive legislation, but you have to understand what makes it 
tempting for Congress to do that is the utter lack of urgency over 
a decade that we have sense with the Department of Defense and 
other agencies in the Government about getting this job done. 

Nobody that I know of on this panel or anywhere else thinks 
about doing prescriptive legislation if we don’t have to, but we of- 
tentimes think about ^ving a foot right where it is needed to get 
things moved, and I will get into it further in my questioning and 
whatever. I am glad to see that you have a pilot program that you 
are finally focused on. We will talk about why it took forever to get 
there, relatively speaking, and things of that nature, and what leg- 
islation might be needed. But do understand that nobody here 
wants to be prescriptive, but the temptation is great when it takes 
too long a period of time to move from one point to another. 

Mr. Shays, do you want to add a comment to that? 

Mr. Shays. Just to say that is an opinion shared on both sides 
of the aisle. 

Mr. Dominguez. Yes, sir, and, again, I acknowledge we failed, 
and fixing the problem is absolutely urgent and absolutely a top 
priority of our two departments’ leadership and we commit to it, 
sir. 

Mr. Tierney. Admiral Dunne. 

STATEMENT OF ADMIRAL PATRICK W. DUNNE 

Admiral Dunne. Mr. Chairman, distinguished members of the 
committee, thank you for the opportunity to discuss the recent ac- 
tivities of the Department of Veterans Affairs to serve our Nation’s 
veterans through improved processes and greater collaboration 
with the Department of Defense. 

Over the past 7 months, I have had the privilege of being en- 
gaged in many activities dedicated to ensuring our returning he- 
roes from OEF and OIF receive the best available care and serv- 
ices. I join my colleagues from VA and those from DOD in striving 
to provide a lifetime of world-class care and support for our veter- 
ans and their families. 

On March 6th, the President established the Inter-Agency Task 
Force on Returning Global War on Terror Heroes. VA’s Secretary 
Nicholson was appointed Chair, and I was proud to support him as 
the Executive Secretary. On April 19th the task force issued its re- 
port to the President. There were 25 recommendations to improve 
health care, benefits, employment, education, housing, and out- 
reach within existing authority and resource levels. The report was 
unique in that it also included an ambitious schedule of actions 
and target dates. Thanks to outstanding inter-agency cooperation, 
56 of 58 action items have been completed or initiated to date. 

The results are having a positive impact. The Small Business Ad- 
ministration launched the Patriot Express Loan Initiative. This 
program, which has already provided more than $23 million in 
loans, provides a full range of lending, business counseling, and 
procurement programs to veterans and eligible dependents. 



105 


Other task-force-inspired initiatives will support seamless and 
world class health care delivery. VA and DOD drafted a joint policy 
document on co-management and case management of severely in- 
jured service members. This will enhance individualized, inte- 
grated, inter-agency support for the wounded, severely injured, or 
ill service member and his or her family throughout the recovery 
process. 

To assist OEF/OIF wounded service members and their families 
with the transition process, VA hired 100 new transition patient 
advocates. These men and women, often veterans themselves, work 
with case managers and clinicians to ensure patients and families 
can focus on recovery. 

VA also revised its electronic health care enrollment form to in- 
clude a selection option for OEF/OIF to ensure proper priority of 
care. 

Additionally, a contract was recently awarded for an independent 
assessment of in-patient electronic health records in VA and DOD. 
The contract will provide us recommendations for the scope and 
elements of a joint health record. 

As you know, many recommendations have been issued lately 
which center around the treatment of wounded service members 
and veterans. To ensure the recommendations were properly re- 
viewed and implemented, VA and DOD established the Senior 
Oversight Committee which has been discussed this morning, 
chaired by our two Deputy Secretaries. 

In a collaborative effort with DOD, VA made great strides in ad- 
dressing issues surrounding PTSD and TBI across the full contin- 
uum of care. The focus has been to create a comprehensive, effec- 
tive, and individual program dedicated to all aspects of care for our 
patients and their families. 

VA and DOD have partnered to develop clinical practice guide- 
lines for PTSD, major depressive disorder, acute psychosis, and 
substance abuse disorders. 

Our Senior Oversight Committee also approved a National Cen- 
ter of Excellence for PTSD and TBI. 

Since 1992, VA has maintained four specialized TBI centers. In 
2005, VA established the poly trauma system of care, leveraging 
and enhancing the expertise at these TBI centers to meet the needs 
of the seriously injured. The Secretary of Veterans Affairs recently 
announced the decision to locate a fifth poly trauma center in San 
Antonio, TX. 

VA and DOD are also working closely to redesign the disability 
evaluation system. As Mike mentioned, a pilot program is being fi- 
nalized to ensure no service member is disadvantaged by this new 
system and that the service member receives the high-quality med- 
ical care and appropriate compensation and benefits. 

This proposed new system will be much more efficient, and I 
have provided additional details in my written testimony. 

Over the last 4 years, VA has increased outreach and benefits de- 
livery at discharge sites to foster continuity of care between the 
military and VBA systems and speed up VA’s processing of applica- 
tions for compensation. VBA also processes the claims of OEF/OIF 
veterans on an expedited basis. 
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Collaborating with DOD, we have accomplished a great deal, but 
there is still much more to do. We at VA are committed to 
strengthening our partnership with DOD to ensure our service 
members and veterans receive the care they have earned. 

I would be happy to answer your questions. 

[The prepared statement of Admiral Dunne follows:] 
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STATEMENT OF 

THE HONORABLE PATRICK W. DUNNE 
REAR ADMIRAL, U. S. NAVY (ret) 

ASSISTANT SECRETARY FOR POLICY AND PLANNING 
U.S. DEPARTMENT OF VETERANS AFFAIRS 

BEFORE THE SUBCOMMITTEE ON NATIONAL SECURITY AND 
FOREIGN AFFAIRS 

COMMITTEE ON OVERSIGHT AND GOVERNMENT REFORM 
U.S. HOUSE OF REPRESENTATIVES 

SEPTEMBER 26, 2007 

Good morning. Mr. Chairman and distinguished members of the committee, 
thank you for holding this hearing and providing the opportunity to discuss the 
recent activities of the Department of Veterans Affairs (VA) to improve benefits 


and services to our Nation’s veterans through improved processes and greater 
collaboration with the Department of Defense (DoD). 


The level of attention currently focused on our wounded service members and 
their families is unprecedented - and rightly so. Over the past seven months, I 
have had the privilege of being engaged in many activities dedicated to ensuring 
our returning heroes from Operation Enduring Freedom and Operation Iraqi 
Freedom (OEF/OIF) receive the best available care and services. I join my 
colleagues from VA and those from the Department of Defense in striving to 
provide a lifetime of world-class care and support for our newest generation of 
veterans and their families. 


On March 6, 2007, by Executive Order, the President established the interagency 
Task Force on Returning Global War on Terror Heroes. VA Secretary Nicholson 
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was appointed to Chair the Task Force and 1 was proud to support him as the 
Executive Secretary. On April 19, 2007, the Task Force issued its report to the 
President. The Task Force made 25 recommendations to improve the delivery of 
federal services and benefits to returning service members. The Report 
contained recommendations in the areas of health care, benefits, employment, 
education, housing and outreach that could be achieved with existing authority 
and resource levels. The report was unique in that it also included an ambitious 
schedule of milestones and actions necessary to implement its 
recommendations. We continue to monitor implementation and I am pleased to 
inform you that, thanks to outstanding interagency cooperation, as of August 28, 
56 of 58 action items have been completed or initiated. 

The results of actions taken in response to recommendations in the Task Force 
Report are having a positive impact on the lives of service members, veterans, 
and their families. I would like to highlight some of the progress achieved. 

In response to a Task Force recommendation, the Small Business Administration 
launched the Patriot Express Loan Initiative. This program provides a full range 
of lending, business counseling, and procurement programs to separating 
service members, veterans, spouses, survivors, and eligible dependents. This 
program has already approved more than $23 million in loans since it began in 
mid June. 
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Several initiatives have and will continue to support seamless and world-class 
health care delivery. VA and DoD have drafted a joint policy document on co- 
management and case management of severely-injured service members. The 
goal is to provide individualized, integrated, interagency and intergovernmental 
support for the wounded, severely-injured or ill service member and his/her 
family throughout the process of treatment, rehabilitation, and renewal. VA and 
DoD will work together to minimize fragmentation of Federal clinical and non- 
clinical services, improve the coordination of medical and rehabilitative care, and 
ensure access to all needed resources. 

To assist OEF/OIF wounded service members and their families in navigating 
through the transition process, VA hired 100 new Transition Patient Advocates 
(TPA). These men and women, often veterans themselves, recognize the 
difficulty in understanding the many different programs and processes which 
come into play. VA TPAs work with VHA, the Veterans Benefits Association 
(VBA), and DoD, case managers and clinicians to ensure that patients and 
families can focus on recovery. 

VA has also revised its electronic health care enrollment form to include a 
selection option for OEF/OIF to ensure proper priority of care. 

Many advances are the result of improved records management and greater 
sharing and Information Technology (IT) interoperability with DoD. In response 
to Task Force recommendations, DoD and VA worked collaboratively to expand 
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access to service members’ electronic health records by jointly developing the 
electronic capability to transfer digital radiographs from Military Treatment 
Facilities (MTFs) at Walter Reed, Bethesda, and Brooke to VA Polytrauma 
Rehabilitation Centers. The capability for electronic transmission of historical 
health care data from DoD MTFs to VA Medical Centers is complete in the 
domains of allergies, outpatient medications, laboratory results, and radiology. 
Additionally, a contract was recently awarded for an independent assessment of 
inpatient electronic health records in the Departments of Veterans Affairs and 
Defense. The contract will provide recommendations for the scope and elements 
of a joint electronic inpatient medical record. 

In July of this year, the Report of the President’s Commission on Care for 
America’s Returning Wounded Warriors was issued. This Commission had a 
greater scope than the Task Force and was not constrained by existing authority 
and resources. In March, the Army Inspector General issued an inspection 
report on the Army Physical Disability Evaluation System detailing findings of 
military medical and personnel policies, procedures and services for wounded 
and injured Soldiers. There was also a report issued by the Secretary of 
Defense’s Internal Review Group examining the conditions at Walter Reed Army 
Medical Center. In October of this year, the Veterans Disability Benefits 
Commission will issue its report and recommendations. 
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To ensure a seamless continuum of service to wounded, ill, and injured service 
members, the Departments of Veterans Affairs and Defense began an integrative 
effort, and established the Wounded, III, and Injured Senior Oversight Committee 
(SOC) on May 3, 2007. The SOC, composed of senior military and civilian 
officials from both Departments, was established for a 12-month time period, and 
was tasked to ensure the recommendations of the task forces and committees 
were properly reviewed, coordinated, implemented, and resourced. The 
Committee is co-chaired by the Deputy Secretary of Veterans Affairs and Deputy 
Secretary of Defense, and meets weekly to streamline processes, mitigate 
potential conflicts, and expedite the two Departments’ efforts to improve support 
of injured service members' recovery, rehabilitation, and reintegration. 

Senior Veterans Affairs and Defense officials serve on the SOC. This includes 
the Service Secretaries, the Chairman of the Joint Chiefs of Staff, the Service 
Chiefs, and VA’s Under Secretary for Health, Under Secretary for Benefits, 
Assistant Secretary for Policy and Planning, and Deputy Assistant Secretary for 
Information and Technology. The driving principle guiding the SOC’s efforts is 
the establishment of a seamless continuum that is efficient and effective in 
meeting the needs of our wounded, ill, and injured service members/veterans 
and their families. 

Supporting the SOC decision-making process is an Overarching Integrated 
Product Team (OIPT), composed of the Under Secretary of Benefits, Assistant 
Secretary of Policy and Planning, and other senior officials from VA and DoD. 


5 



112 


The DIPT reports to the SOC and coordinates, integrates, and synchronizes the 
work of eight Lines of Action and recommends sourcing solutions for resource 
needs. 


The diagram below depicts the structure supporting the SOC. The Lines of 
Action, which have Senior Executive Service Co-Leads from both Departments, 
establish plans, set and track milestones, and identify and enact early, short-term 
solutions. 


: ' 'I 



The Lines of Action (LOA) and their goals are; 
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• LoA #1 : Redesign the Disability Evaluation System 

Goal: To develop a single, supportive, and transparent disability 
evaluation system. 

• LoA #2: Address Traumatic Brain fniurv/Psycholoqlcal Health 

Goal: To provide service members with lifelong standardized and 
comprehensive screening, diagnosis, and care for all levels of Traumatic 
Brain Injury and Post Traumatic Stress Disorder, in conjunction with 
education for patients and family members. 

• LoA #3: Fix Case Management 

Goal: To coordinate health care, rehabilitation, and benefits, delivery of 
services and support that will effectively guide and facilitate service 
members and their families through necessary processes. 

• LoA #4: Expedite Data Sharing 

Goal: To ensure appropriate beneficiary and medical information is visible, 
accessible, and understandable through secure and interoperable 
information management systems. 

• LoA #5: Facilities 


Goal: To provide service members and families with the best possible 
facilities for care and recovery. 

• LoA #6: “Clean Sheet” End-to-End Review 

Goal: To honor our service members by providing wounded, ill, and 
Injured personnel and their families the best quality care and a 
compassionate, fair, timely, and non-adversaria! disability adjudication 
process - enabling service members to return to the fullest, most 
productive and complete quality of life possible. 

• LoA #7: Comprehensive Legislation and Public Affairs 

Goal: To coordinate the development of comprehensive legislation that 
will provide the best possible care and treatment for injured service 
members and families. Additionally, to keep the public informed of 
significant accomplishments and events. 
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• LoA #8: Personnel, Pay, and Financial Benefits 

Goal; To provide compassionate, timely, accurate and standardized 
personnel, pay, and financial support practices for Wounded, Injured and 
III to ensure appropriate data sharing, quality control, and support benefits. 

In a collaborative effort with DoD, VA has made great strides in addressing 
issues surrounding Post-Traumatic Stress Disorder (PTSD) and traumatic brain 
injury (TBI) concerns across the full continuum of care. The focus of these 
efforts has been to create and ensure a comprehensive, effective, and 
individually focused program dedicated to prevention, protection, identification, 
diagnosis, treatment, recovery, and rehabilitation for our military members, 
veterans, and families who deal with these important health conditions. 

Since June 2007, a collaborative team of VA and DoD experts known as the 
“Red Cell" has worked to (1) create an integrated, comprehensive Department of 
Veterans Affairs/Defense program to identify, treat, document, and follow-up 
those who experience TBI or PTSD conditions while either deployed or in 
garrison; and (2) determine how to build resilience, both in people and in 
organizations, to prevent issues from developing and to reduce their impact if 
they do occur. 

VA and DoD have partnered to develop clinical practice guidelines (CPG) for 
PTSD, Major Depressive Disorder, Acute Psychosis, and Substance Use 
Disorders. These guidelines help practitioners determine the best available and 
most appropriate care. 
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Our Senior Oversight Committee also has approved a National Center of 
Excellence for PTSD and TBI. It will include liaisons from both VA and DHHS, as 
well as an external advisory panel organized under the Defense Health Board to 
provide the best advisors across the country to the military health system. This 
center will facilitate coordination and collaboration between VA and the Military 
Services, promoting and informing best practice development, research, 
education and training. 

As of the first half of FY 2007, approximately 250,000 returning veterans have 
sought care from VA medical centers and clinics. Of these, about 38 percent 
have received at least a preliminary diagnosis of a mental health condition, and 
18 percent have received a preliminary diagnosis of PTSD, making it the most 
common, but by no means the only mental health condition related to the stress 
of deployment. Professionals with special expertise in PTSD are available in all 
medical centers to senre veterans with PTSD, Most are best served in outpatient 
programs, but for those with more severe symptoms, VA has inpatient and 
residential rehabilitation options across the country. 

VA has taken several actions at multiple levels to promote the recruitment and 
retention of mental health professionals in the Veterans Health Administration 
(VHA). In February 2007, both an Education Debt Reduction Program and an 
Employee Incentive Referral Initiative began. The new mental health Education 
Debt Reduction Program currently provides up to $38,000 of education loan 
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repayment for qualified student debt. The Employee Incentive Referral program 
provides a bonus to VA employees who refer mental health providers who are 
hired into VA positions. These initiatives have already generated significant 
interest. 

At the local level, opportunities have been developed for VA facilities to engage 
in local advertising and recruitment activities and to cover interview-related costs, 
relocation expenses, and provide limited hiring bonuses for exceptional 
applicants. VA has also established opportunities for supporting individual 
training and education activities for mental health employees, demonstrating an 
investment in staff can also have a positive impact on retention. 

Rates of hiring have increased significantly in recent months, suggesting that the 
enhanced recruitment efforts are having a positive impact. Since FY 2005, VA 
has authorized 4,367 new Mental Health Enhancement positions. As of August 
31, 2007, 81 percent of these positions have been filled. 

In terms of treating TBI, VA offers comprehensive primary and specialty health 
care to our veterans, and is an acknowledged national leader in providing 
specialty care in the treatment and rehabilitation of TBI and polytrauma. Since 
1992, VA has maintained four specialized TBI Centers. In 2005, VA established 
the Polytrauma System of Care, leveraging and enhancing the existing brain 
injury polytrauma expertise existing at these TBI centers to meet the needs of 
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seriously injured veterans and active duty service members from operations in 
Iraq, Afghanistan, and elsewhere. The Secretary of Veterans Affairs recently 
announced the decision to locate a fifth Polytrauma Center in San Antonio TX. 

The Departments of Veterans Affairs and Defense are also working closely to 
redesign and establish one Disability Evaluation System (DES) for use by service 
members. A pilot program is being explored via tabletop exercise to ensure that 
no service member is disadvantaged by this new system, and that the service 
member receives the high quality medical care, and appropriate compensation 
and benefits for the residuals of his or her disabilities incurred or aggravated by 
military service. An operational pilot program should be completed in the second 
quarter of 2008. If it is as successful as we plan, this pilot program will be 
expanded beyond the Washington Capital Region to become the DES system, 
worldwide. 

The proposed new system is much more efficient. It will produce more 
consistent outcomes and, with VA and DoD working together as a team, the new 
system is a seamless, single process for users. We envision it cutting in half the 
time it takes for a service member to go through the DES, from the time the 
member is referred for a Medical Evaluation Board (MEB), to the time the 
member is discharged from active military service and receives his or her first 
payment from VA. 
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An important improvement in this proposed system is that the service member 
will only be required to have one medical examination or series of medical 
examinations, depending on the severity of the potentially disqualifying 
conditions to meet the requirements of both DoD and VA. Currently, a Service- 
specific medical examination is required for the purpose of determining a service 
member’s ability to continue on active military service based on the residual 
unfitting disability and the service member’s, rank, rating, or military occupational 
skills, and a VA medical examination is also required for the purpose of 
evaluating the residual of the disability under VA’s Schedule for Rating Disability, 
so a percentage evaluation can be assigned to the disability. Under the current 
system, if service members are found unfit and are separated or retired, they 
must complete the second VA exam to determine whether the claimed medical 
conditions are service-connected and represent impediments to full employment 
capability. 

Under the proposed new DES system, the one medical examination process 
collects information required by both Departments. Under this system, when the 
service member transitions to civilian life, VA already will have the information 
needed to immediately start paying the veteran the appropriate amount of 
compensation for the residuals of his or her disability incurred or aggravated by 
military service. 
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Over the last four years, the Veterans Benefits Administration (VBA) service 
coordinators conducted more than 28,000 briefings attended by more than a 
million active duty and reserve personnel and their family members. Additionally, 
through the Benefits Delivery at Discharge program, service members at 1 53 
military bases in the United States, Germany, and Korea are assisted in filing for 
disability benefits prior to separation. This fosters continuity of care between the 
military and VA systems and speeds up VA's processing of their application for 
compensation. Claims decisions can be completed prior to separation and 
veterans can begin receiving VA compensation payments, without delay, upon 
separation from the military. VBA also processes the claims of OEF/OIF 
veterans who apply for VA disability compensation or pension on an expedited 
basis. 

In April 2007, Secretary Nicholson created a new Advisory Committee on 
OIF/OEF Veterans and Families to advise VA on ways to improve programs 
serving OEF/OIF veterans, their families, survivors, and care givers. The 
Committee is composed of OEF/OIF veterans, family members, survivors, and 
caregivers who have insight into how VA is responding to the unique 
circumstances of these veterans. 


Thank you for providing me this opportunity to share with you recent activities in 
the Department of Veterans Affairs. I will be happy to answer any questions you 
may have. 
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Mr. Tierney. Thank you. 

Typical of this institution, those are messages for votes coming 
up, I assume, on that. I will he able to get more information on 
that in a moment. What I think we will do is start with the ques- 
tioning and then make a determination when we find out how 
many votes we have whether we will have to interrupt the meeting 
or whether we can try to continue on through. 

I want to thank all of you for your testimony. Despite my inter- 
ruption of Mr. Dominguez, I think we are trying to be helpful here 
in trying to move forward on this basis. If there was something in 
the tone or the comment that you made that struck a chord there 
amongst several of us here, but that had to do really with urgency. 
One of the things that we constantly have from all of the commis- 
sions and from all of the conversations with returning people is a 
sense that there has been a lack of urgency over time about dealing 
particularly with the rating system, with the evaluation system on 
that. When I look at how long it has taken for the Senior Oversight 
Committee to stand up and get going on this thing, the frustration 
is palpable. I was just making sort of a broad comparison to Gen- 
eral Jones’ work. He did the Independent Commission on the Secu- 
rity Forces of Iraq. He started in May 2007. They assembled teams, 
20 prominent retired and active officers, police chiefs. Secretaries 
of Defense, etc. They have organized and attended syndicates. They 
focused on either discrete components or cross-cutting functional 
areas. They were all subject to review of the full committee. They 
traveled widely throughout Iraq, which for anybody is a seriously 
difficult prospect to do in the middle of a war. They interviewed 
hundreds of Iraqi officials, U.S. officials, visited sites, and did all 
that and filed their report in 4 months. 

We are 7 months into this process, that we all admit is one of 
the major concerns that we have, and we are just now getting off 
the ground. So that is, you know, the lack of urgency that I think 
Members coming back from Iraq and Afghanistan sense and the 
Members here on this dais sense. Why has it taken so long to get 
going on that? 

Now, I will let you answer that in the context of the first ques- 
tion I am going to ask. Now we have had the pilot program that 
you announced either yesterday or today, which is good. I am glad 
that is moving forward. We need to know from you a little bit more 
about that pilot program, what it entails, and does it address 
GAO’s concerns in terms of personnel. I understand from your brief 
comments that it is going to be the Veterans Administration’s 
standards and template on that, so that raises the questions, I 
think, that Mr. Pendleton or Mr. Bertoni raised about if you choose 
that, then you have difficulties with the process, itself, at VA. 

The single disability evaluation should make it more consistent 
in disability ratings, but does it have enough people involved in the 
system? Are we going to have the personnel? Are we going to take 
into account the assistive technologies and disabled veteran’s abil- 
ity to work, have a new system for getting people that can be put 
into work out there and do something about the outdated rating 
system. Does it address that? And how long is this pilot program 
going to go? Why aren’t we moving immediately into a final dis- 
position of this, if you have done your table tops, you have had 
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your analysis, you have dealt with the experts, you have looked at 
the situation and have examined the data? How long is this pilot 
going to go? Why aren’t we going right into just getting this done? 

I suspect we will give you an opportunity to answer that. 

Mr. Dominguez. Thank you for the question. 

First let me say that if there was anything in my tone that was 
critical, I apologize for it. It was not intended to he. 

The sense of outrage by the Congress and the American people 
is fully justified. Last spring in the demand for urgency, fully justi- 
fied, 100 percent with it, I felt the boot had been appropriately ap- 
plied, and I do want to say that we are moving urgently. 

The SOC that meets for an hour a week, has been doing that in 
a decisionmaking forum. 

Now, why it takes us a little longer to get going is that we are 
doing more than the report. In crafting our recommendations to the 
SOC on what we are going to do, we have to reach down into the 
organization and get those people who have an equity stake, who 
have a lot of knowledge and experience, and cause them all to try 
and work through this and come together, so it is very much man- 
aging an alliance as we work through the issues and come to grips 
with it. 

And then I remind you again of the comments Mr. Bertoni made 
about, here is a bunch of the questions that have to be answered, 
and you have to have the evaluation plans and how you are going 
to do that. Those are the kinds of questions and the due diligence 
we have to put in place before we can launch a system. 

So it does take some time to develop the details, to build that 
consensus, and to work through these issues. 

I have to say that each of the military services feel an intense 
need to solve this problem themselves, so when I ride in there with 
Secretary Dunne saying, OK, stand back, guys, we are going to fix 
this, their immediate reaction is, prove it first before we let you 
hurt us more. This is justifiable on their part, as well. That is part 
of the confidence building process that we have to use. 

Now, how this process will work, we will use the VA rating. The 
VA rating for the unfitting condition will be determinative, and the 
percentage that they put on that will dictate whether a person 
found to be unfit is separated or retired and the level of benefits, 
just as in the current system. 

The pilot we are doing must stay within the context of the cur- 
rent law. That includes how the VA does their thing with the VA 
scheduled rating disabilities. The fact that it needs to be updated 
has been acknowledged by the Secretary. I will let Pat speak to 
that. But what we are going to be moving forward with is within 
the current context of law and what we can do by policy changes 
and by bringing the VA talent onto our side of the administrative 
processes. 

Mr. Tierney. And how long do you project the pilot is going to 
be? 

Mr. Dominguez. Sir, because this affects people, it is an adminis- 
trative process that actually issues an outcome that affects benefits 
in for-real individuals, our first step is we are going to do the next 
thing beyond a table top, which is actually proof of concept where 
we walk people who have already been through the system and al- 
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ready been issued their benefits and their determinations, we are 
going to walk them back through this system and see how those 
two things compare. Then, notionally, in January 2008 we will ac- 
tually start putting new cases through this. 

There is also training associated with it in preparation for it. I 
don’t, at the present, have a concept for how long that would work. 
We are going to do it in the Washington, DC, metro area first, 
within a few months, depending on the number of people who go 
through it and the outcomes, we could very well begin to scale it 
up across the Department shortly thereafter. 

When and if fundamentally different legislation such as the ideas 
proposed by Secretary Shalala and Senator Dole come, then a lot 
of things would change based on that, so we have to re-evaluate 
how we do that. 

Mr. Tierney. We will explore that a little further. 

My time has expired. 

Mr. Platts, would you care to ask some questions? 

Mr. Platts. Thank you, Mr. Chairman. I appreciate your and the 
ranking member’s leadership on this issue and the various hear- 
ings and visits to Walter Reed, and I want to thank all of our wit- 
nesses, both those on the front lines of trying to make these sys- 
tems work, as well as the GAO colleagues and their important 
oversight work. 

Mr. Tierney. Excuse me, Mr. Platts. I hate to do this to you, but 
there are only 6 minute left to vote. 

Mr. Platts. OK. 

Mr. Tierney. I know you want to record your vote. You have a 
choice. You can stay and I will stay with you, or we will both try 
to make it, or we could go and do the two quick votes and be back 
in 10 minutes. 

Mr. Platts. Do you want to do that, Mr. Chairman? 

Mr. Tierney. Fine. We are going to recess. I apologizes to our 
witnesses for the schedule around here, but we will take 10 min- 
utes probably maximum and be back here. 

Thank you. 

[Recess.] 

Mr. Tierney. The subcommittee will resume. 

Mr. Platts, thank you for allowing us to interrupt you. I think 
it was a better way to proceed, and hopefully you will get your en- 
tire 5 minutes again starting now. 

Thank you. 

Mr. Platts. Thank you, Mr. Chairman. 

Again, just let me reiterate to our witnesses my thanks to each 
of you for your efforts on behalf of our wounded warriors. 

When we had our hearing earlier this year, the first hearing at 
Walter Reed, one of the common messages or two that I want to 
try to address in my 5 minutes quickly, one was the care, when 
provided, in the overwhelming instances was excellent, but the 
challenge was the coordination of that care, either within the DOD 
system or the transfer to the VA system, and then the second was 
the transfer of information from DOD to VA. I am going to try to 
address both of these. 

Certainly, that has been the focus of the various studies or com- 
missions that have been done, and specific to the Army with the 
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creation of the Warrior Transition Units. Then in the broader sense 
the SOC has talked about, I think what you are calling recovery 
coordinators to kind of oversee and be that one-stop person for 
wounded warriors and their family members. 

My concern is, given that is so critical to these individuals, these 
soldiers getting to the right entity for their care and not being, as 
we had heard with Staff Sergeant Shannon and others, left to find 
their own way, the fact that we are now more than half a year 
along the path, and according to GAO report about half of these po- 
sitions are unfilled, and even a good portion of those that are filled 
within the Army ranks are temporary, and then with the SOC rec- 
ommendation it is still just a recommendation. We haven’t even 
begun to implement this process. 

So I guess if I can start with our two Secretaries first to the 
broad issue on the recovery coordinators, where we stand and what 
is the greatest challenge to getting this up and running and to 
making a difference. Then, General Schoomaker, if I can go to you 
on specific to the Army and the fact that we still have so many va- 
cancies in these very critical positions. 

Mr. Dominguez. Sir, I will start. 

I think the first headline I have to tell you is that the Army has 
changed the situation on the ground in these hospitals. The triad 
of care that they are deploying through the Warrior Transition 
Units and stuff is changing the situation on the ground. That is the 
necessary and immediate response to soldiers in need. 

Mr. Platts. I know that is the plan, but my understanding and 
I think from GAO is that only 13 of the 38 Army facilities actually 
have those fully staffed, those triads staffed. Is that incorrect? 

Mr. Dominguez. I can’t dispute the GAO data on it, because this 
plan and the triad and the requirement for it emerged in the 
Army’s look internally at what they needed to do, and we have 
given them at the DOD level every support possible and every en- 
couragement. In fact, the directive that General Schoomaker men- 
tioned about, you know, hire everybody you need to hire, use every 
authority you have to do that in terms of this medical unit. So the 
situation on the ground has changed where the Army has been able 
to respond and been able to staff that. Again, challenges remain. 
More needs to be done. We are pouring all the gas on it we can. 

That is also true with regards to the VA/DOD collaboration 
around information sharing and, in fact, people. There are people 
from both departments in each other’s facilities actually coordinat- 
ing and managing the transfer of patients and information when 
patients move back and forth between our systems, another great 
example of the partnership stepping up to the challenge and chang- 
ing the situation on the ground. 

At the more global level, at the SOC what we are again trying 
to do is trying to figure out, all right, what else needs to be done 
globally. 

Mr. Platts. And specifically with recovery coordinators? 

Mr. Dominguez. Yes, sir. That is one of the things that we are 
looking at now is the architecture of roles and responsibilities and 
how that all works together, because you don’t want to disrupt this 
triad of care. You want to augment it and supplement it. 

Mr. Platts. Right. 
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Mr. Dominguez. So what needs to be done, how do we do that, 
how do we introduce this new phase, what value-added does that 
new phase bring, and how do you connect them then with the triad 
of care that is going on? So you want to move carefully and delib- 
erately, with urgency absolutely, and I hope to be able to have 
something definitive within the next few weeks about how we are 
sorting through the care recovery coordinator. In fact, part of that 
discussion will be at the SOC on October 2nd. 

Mr. Platts. OK. Mr. Chairman, could General Schoomaker — if 
you could respond in specific to the triad approach and my under- 
standing from the GAO information the number of vacancies, and 
your efforts, and what do you need from us, if anything, to help fill 
those positions? 

General Schoomaker. Yes, sir. I appreciate the question. 

First of all, I think Mr. Pendleton made the comment earlier that 
the findings at GAO are preliminary and it gives us an opportunity 
to clarify and to better explain some of the data that are reported 
in this very thorough GAO study that we greatly appreciate. 

First of all, warriors in transition, who are these people. It is im- 
portant that you realize that the former terms of med-holdover 
don’t exist any longer within the Army. We have taken all soldiers, 
active component soldiers and mobilized reserve component sol- 
diers, National Guardsmen, Reservists, regardless of where they 
became injured, ill, whether they are combat casualties or whether 
they are, frankly, injured on a training base or develop a serious 
illness in the course of their service, we put them all together in 
a single unit we call Warrior Transition Units, and they are called 
W arrior s-in-Transition. 

The important thing is not where they got injured or ill; it is sim- 
ply that they developed an injury or an illness as a consequence 
of their service and we want to treat them all the same. 

We are at this point on the projected glide path to fully staff all 
Warrior Transition Units by the first of January. I hesitate to use 
the word incremental here because it has a bad sort of taste in our 
mouths now, but we are going as quickly as we can. The Army has 
been very, very aggressive about supportings, giving us full staff to 
provide the oversight of squad leaders, platoon sergeants, first ser- 
geants, company commanders, battalion commanders for these 
units, and we are on a very good glide path to achieve the goal. 

What the GAO heard about and does exist are not casualties of 
war. Every casualty evacuated out of the theater of operation or 
any major illness is immediately assigned to a Warrior Transition 
Unit and is given the term or label of a Warrior-in-Transition and 
is assigned to a unit that is staffed with a squad leader, platoon 
sergeant, company commander, and the like. 

What we do have in the Army, however, and have always had, 
is about an equivalent sized, almost brigade-sized element distrib- 
uted throughout our war fighter brigades, divisions, and corps, who 
have a medical illness or an injury that renders them at least tem- 
porarily unfit or unable to deploy. We now have a case-by-case ne- 
gotiation with their commanders to bring them into the Warrior 
Transition Unit, to call these, to embrace them as Warriors-in- 
Transition and assign them. 
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That population is as yet unstaffed for cadre because we haven’t 
identified them. 

Mr. Platts. But you have prioritized those from the combat op- 
erations as far as the staffing, and now you are moving through the 
ranks? 

General Schoomaker. Yes, sir. If you go to every WTU across 
the Army right now, we are at over 50 percent cadre supplied. At 
Walter Reed, frankly, we are at 95 percent. Across the Army we 
are at about 65 percent across all Warrior Transition Units, and we 
are on that glide path to be fully staffed. 

Mr. Platts. OK. Thank you, Mr. Chairman. 

General Schoomaker. Does that clarify? 

Mr. Platts. Perhaps I will have a chance to followup if we have 
additional rounds. Thank you. 

Mr. Tierney. Thank you. 

Mr. Waxman. 

Mr. Waxman. Thank you, Mr. Chairman. 

I want to address this question to Under Secretary Dominguez. 
There have been reports about soldiers who, despite physical or 
mental health problems and against the advice of their doctors, 
have been ordered to redeploy to Iraq. We first heard this at our 
hearing on May 24th, and since then we have received additional 
reports from soldiers at Fort Banning and Fort Carson. These re- 
ports are extremely concerning, disturbing. 

Do you agree that soldiers who are physically or mentally ill 
should not be deployed against the wishes of the doctors who are 
treating them? 

Mr. Dominguez. Absolutely, sir. 

Mr. Waxman. I understand there may be some gray area here. 
Some soldiers have illnesses that are not severe enough to prevent 
them from combat duty; others have mental illnesses that can be 
successfully treated with medication. In some cases, the soldiers 
may even want to return to their units. Has DOD put together a 
policy that governs these redeployments? How do you balance the 
needs of the soldiers, the unit, and the military as a whole? 

Mr. Dominguez. Sir, we have given that a great deal of thought 
in these last several months. That is part of some of the work of 
the Mental Health Task Force. I would have to get back to you on 
the record with the policy that governs this. I do know that you are 
screened. People are screened before they redeploy. They are 
screened when they come back and then again before they go. Peo- 
ple who have conditions that make them unable or unfit to serve 
in combat, in a combat theater, we have policies and practices in 
place where they should not be deployed. 

Mr. Waxman. Well, under the policies, as I understand it, there 
is supposed to be a unit commander to have to get a waiver from 
Central Command before they can redeploy somebody, and we have 
one documented case at least from Fort Carson where a unit com- 
mander sought a waiver to redeploy a soldier who was on psychiat- 
rically limiting medications and the waiver was denied. And then, 
despite this denial, the soldier was ordered to redeploy and sub- 
jected to disciplinary action when he could not. This seems to me 
like a clear violation of DOD policy. It was bad for the soldier, un- 
questionably. It couldn’t have been good for the unit, either. The 
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soldier is not well enough to be in combat, he could present a real 
danger to his comrades. 

Can you explain why it appears that DOD policy is not being fol- 
lowed with regard to redeployments of mentally ill soldiers at Fort 
Carson? 

Mr. Dominguez. No, sir, I am not familiar with that particular 
case. 

Mr. Waxman. Well, could you tell us what steps DOD is taking 
to ensure that the policies are followed? Are unit commanders who 
do not follow the policy subject to disciplinary action? 

Mr. Dominguez. Sir, unit commanders who don’t follow DOD 
policies, yes, are subject to disciplinary action. 

Mr. Waxman. I know the military is greatly strained, that we 
have people who have been back and redeployments sometimes 
three or four times, but if we are going to redeploy people, at least 
we ought to make sure that they are well enough to be in a combat 
zone. 

The other thing I wanted to ask you about is there are also credi- 
ble reports of systemic problems at Fort Carson with regard to 
wrongful discharges of soldiers with psychiatric conditions. The 
military comes back and says, well, they have a pre-existing condi- 
tion, and therefore they are not going to take care of them. They 
don’t accept that this is a mental illness problem related to combat. 
NPR reported on a memo from the Director of Mental Health at 
Evans Army Community Hospital, and, according to reports, this 
memo was written to help commanders deal with soldiers with 
emotional problems, and NPR stated, “We can’t fix every soldier, 
and neither can you. Everyone in life, beyond babies, the insane, 
the demented, mentally retarded have to be held accountable for 
what they do in life.” And the memo goes on to urge commanders, 
“to get rid of the dead wood.” 

Are you familiar with that memo? 

Mr. Dominguez. No, sir, I am not. 

Mr. Waxman. Well, it appears this memo is advocating giving up 
on some of our mentally ill soldiers. That is certainly not a respon- 
sible approach. And this business of pre-existing conditions dis- 
charge, it means that the soldier is discharged dishonorably and 
they can’t get access to mental health care that they require from 
the Veterans Administration. That doesn’t make sense to me. It 
seems like if a soldier was healthy enough to be accepted into the 
Army, disciplinary problems that appear to be related to PTSD 
should not be blamed on pre-existing conditions. These soldiers 
should receive treatment, not blame. 

I would like to get further reports from you on this issue. It is 
certainly not appropriate to discharge soldiers with PTSD via this 
pre-existing condition discharge. I would like to get from you for 
the record, because my time is up but I think we need to get this, 
the DOD policies that prevent soldiers from being inappropriately 
discharged for pre-existing conditions. If this is going on, it is cer- 
tainly an outrage. 

Mr. Dominguez. I am happy to provide that. 

[The information referred to follows:] 
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CHARRTS No.: HOGR-02-026 
House Government Reform Committee 
Hearing Date; September 26, 2007 
Subject: Third Walter Reed Oversight Hearing 
Congressman; Congressman Waxman 
Witness; HON Dominguez 
Question: #26 

Mental Illness and Discharges 

Question: Please provide data for the Army as a whole, and for Fort Carson in particular, 
on the number of soldiers discharged for disciplinary reasons who have also been diagnosed with 
a mental health problem or a Traumatic Brain Injury since January 2005. Please provide copies 
of, and an explanation of, DOD policies and guidance for base commanders tasked with deciding 
whether a soldier should be discharged on disciplinary grounds or medical grounds when the 
disciplinary and medical problems are co-occurring. What steps is DOD taking to ensure that 
soldiers who are suffering from combated-related injuries or illnesses are not inappropriately 
discharged for disciplinaiy reasons? 

Answer: The Department does not have a database to determine the number of Service 
members discharged Army-wide for disciplinary reasons who have also been diagnosed with 
some degree or type of mental health disorder, or with a traumatic brain injury. Fort Carson, 
however, conducted a narrower local records check of Service members facing administrative 
separations for disciplinary reasons who were also diagnosed with a mental health disorder that 
was at least a contributing factor to the conclusion that they did not meet medical fitness 
standards for retention. Thus, these Service members were eligible for full medical processing 
through the Medical Evaluation Board (MEB)/Physical Evaluation Board (PEB) process. Fort 
Carson identified 1 8 Service members facing administrative separations for misconduct who 
were also eligible for medical processing due, at least partially, to a mental health disorder. Of 
those 18, eight were allowed to process through the PEB, and ten were administratively 
separated for misconduct. 

There is no DoD policy that specifically addresses the procedures for commanders considering 
whether to administratively separate Service members for disciplinary reasons when the Seiwice 
members also have a medical condition that warrants MEB/PEB processing. Army regulations, 
however, directly address this situation. 

Army Regulation 635-200, paragraph 1-32 (copy attached), establishes that disposition through 
medical channels takes precedence over administrative separation processing. When the 
appropriate medical treatment facility commander or other medical officer establishes that a 
soldier being processed for administrative separation does not meet the medical fitness standards 
for retention, then the case will be referred to an MEB. The administrative separation 
proceedings may continue, but the separation authority cannot take final action pending the MEB 
results. 
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If the MEB results indicate that referral to a PEB is warranted, then the medical treatment 
authority commander must furnish the approved MEB proceedings to the soldier’s general court 
martial convening authority (GCMCA). The GCMCA may direct, in writing, that the soldier be 
processed through the PEB system when action under the Uniform Code of Military Justice 
(UCMJ) has not been initiated, when the medical condition is the direct or substantial 
contributing cause of the conduct that led to the misconduct, or when other circumstances 
warrant disability processing. 

DoD does not have direct oversight of each such administrative separation, but is confident that 
procedures that elevate the approval authority to the GCMCA level provide the necessary 
protections. Commanders or others who do not follow these procedures are subject to the full 
range of administrative and disciplinary actions available under the UCMJ and applicable 
Service regulations. Service members who are being considered for such separations will 
generally be allowed to consult with or be represented by counsel and are afforded all due 
process. If appropriate procedures are not followed, then they may consult with the Inspector 
General or raise allegations against their commanding officers using the Article 138, UCMJ, 
process. 
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Army Regulation 635-200 

Section Vi 
Medical Processing 

1-32. Separation and medical examinations 

a. Medical examinations are required for soldiers t«ing processed for separation under chapters 5 (see paras 5-3, 
5-11,5-12, and 5-17 only), 8,9, !1 (sec para 11-3^ only), 12, 13, I4(sccin only), 15, and 18. (See AR 40-501, 
para 8-23 and tabic 8-2.) Medical examinations incident to separation under other provisions of this regulation arc 
not required but will be administered if requested in writing by the soldier. Separation will not be delayed for 
completion of the physical; however, the physical may be completed at a VA facility, 

b. In addition to medical examinations, mental status evaluations conducted by a psychologist, or master level, 
licensed clinical social worker, are required for soldiers being processed for separation under chapters 13, 14 (sec 
111), or 15. A mental status evaluation is also required when a soldier being processed for discharge under chapter 10 
requests a medical examination. The mental status evaluation will be documented in the soldier’s medical records on 
SF 600 (Health Record-Chronological Record of Medical Care.) 

c. Detailed information about the reasons for considering a soldier for separation will be provided to attending 
medical personnel to permit thorough understanding of the contemplated action. 

(1) Medical personnel will not be used in an investigative capacity to determine facts relative to a soldier’s behavior. 

(2) Commanders referring a soldier for a mental status evaluation that is not required, as specified above, must 
comply with the provisions of DODD 6490.1 and AR 600-20. 

d. Except as provided in paragraph 1-336(2), specific responsibilities and procedures for conducting medical 
examinations and mental status evaluations will be prescribed in pertinent regulatory guidance issued by The 
Surgeon General. 

e. Soldiers being considered for separation under paragraph 5-13 must have the diagnosis of personality disorder 
established by a p.sychialrist or docioral-lcvel clinical psychologist with necessary and appropriate professional 
credcniiahs who is privileged to conduct mental health evaluations for the DOD components. 

/ A command-directed mental health evaluation performed in connection with separation under paragraph 5-17 will 
be performed by a psychiatrist, doctoral-level clinical psychologist, or doctoral-level clinical social worker with 
necessary and appropriate professional credentials who is privileged to conduct mental health evaluations for the 
DOD component.^. 



130 


Mr. Dominguez. If I might, I do want to call attention to Sec- 
retary Garon and Chief of Staff General Casey’s efforts to train the 
Army on the challenges of combat stress. If you haven’t seen or 
heard about the activity they initiated — and General Schoomaker 
can tell you a lot more — a superb effort of leaders to make sure 
that leaders throughout the Army understand the challenges of 
combat stress and how to deal with them. I think it is a laudable, 
commendable, superb effort by those two. 

Mr. Waxman. Well, it doesn’t seem to be getting through to the 
leaders at Fort Carson, so I think we need further reports on 
whether the Army is actually getting educated or whether more 
paper is just being generated. 

Mr. Dominguez. Happy to do that, sir. 

Mr. Waxman. Thank you, Mr. Chairman. 

Mr. Tierney. Thank you. 

Mr. Dominguez, we will expect some report back on those par- 
ticular incidents that Chairman Waxman discussed in a reasonable 
time. We would appreciate that. 

Mr. Dominguez. Yes, sir. Happy to do that. 

Mr. Tierney. Thank you. 

Mr. Turner. 

Mr. Turner. Thank you, Mr. Chairman. 

I want to thank you again for all the work that you have done 
on this issue, both when the original issues came to light about the 
care that our soldiers were receiving, and your efforts on this com- 
mittee have not only made a big difference, but have highlighted 
some solutions that we have been hearing today. 

I serve on the Armed Services Committee, the VA Committee, 
and on this subcommittee, so I get three bites of the apple on this 
issue. I was very proud to listen to Senator Dole and Secretary 
Shalala deliver their recommendations to the VA Committee and, 
like many, are very appreciative of their work. They have looked 
to some real solutions and identifying real problems. 

I want to echo the comments that others have made about the 
Medical Evaluation Board Processes at DOD, the VA, and the rec- 
ommendations from Secretary Shalala and Senator Dole on the 
problems of the time for the process, the inconsistencies, and the 
lack of coordination between DOD and VA. I think they have some 
great recommendations. 

So many times we look at the streamlining processes instead of, 
as they have recommended, collapsing processes and making them 
thereby more efficient. But in looking at the three different com- 
mittees that I serve on, and the information that we receive and 
how we need to proceed, one of the things that this committee has 
continued to hear in this process of great concern is a sense be- 
tween Reserve components. Guard, and active members that there 
is a disparity perhaps for Reserve and Guard members and the 
level of their care at the facilities, the resources that are brought 
to bear to assist them. They have told the committee that at times 
they feel like they are second-class citizens. 

I know that each of you have a concern and a dedication to that 
issue, and I would like to give you an opportunity to respond to the 
feelings of disparity that they have, the issues that you do see 
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where there are disparities, and ways in which it might he ad- 
dressed or ways in which you actively are looking to address it. 

We will start with the General. 

General Schoomaker. You want to start with me, sir? 

Mr. Turner. Please. 

General Schoomaker. Well, sir, I would say right off the bat I 
think that their perceptions are real, and they are certainly justi- 
fied. I think one of the failures that was alluded to by Mr. 
Dominguez earlier of the Department of Defense — and in the Army, 
we were guilty of the same — is that we put in place some struc- 
tural solutions shortly after the first appointments of our Reserve 
component colleagues. We mobilized National Guard and Reserve 
elements, and when they returned or when they were injured or 
showed up at our deployment platforms with illnesses, we seg- 
regated them into two different populations, med-hold for active 
component soldiers and med-holdover units for the Reserve compo- 
nent soldiers. Now, that was done because there are differences be- 
tween the two components when it comes to processing of disability 
and outprocessing in the Army and the like, the things that are 
more arcane than this General can understand, quite frankly. 

But I think what that did, unfortunately, was create the impres- 
sion, on both sides, ironically, both the active component and the 
mobilized Reserve component soldiers, that they were being treated 
differently. 

Certainly we will continue to work on this misperception of the 
two groups by creating a Warrior Transition Unit and a single 
term to apply to all soldiers, they are all active duty soldiers. 
Whether they come out of the Reserve component, or they are ac- 
tive component soldiers like myself, they are all active duty sol- 
diers that are serving the Nation, and, frankly, they are carrying 
a heavy load, and so we are trying in every way we can to break 
down that misconception. 

Mr. Turner. General, I appreciate your commitment to that. It 
is an important issue, and I know that everyone agrees with you 
on the need for your and other’s success. 

Would anyone else like to comment on the issue of things we 
need to look at? 

Mr. Dominguez. Sir, if I might, yes, I believe the Army has 
changed the situation on the ground in the military treatment fa- 
cilities at Army installations. We have a continuing challenge when 
we get Reserve and Guardsmen home, as they want to do fast, and 
then they may have trauma and challenges, particularly PTSD and 
the TBI, which sometimes emerge late after they have been de- 
mobilized back into their civilian communities. We have challenges 
trying to devise and deliver programs to help them with the tough, 
tough challenge of re-integration, because they are distributed all 
over the place. They are not concentrated at a military facility 
where we can get to them. 

We are working through those challenges. Several activities right 
now are underway in terms of re-integration. Lots of work, think- 
ing through with the VA how to reach those people in their commu- 
nities at home and make sure they get care when they are back 
home, and lots of opportunities through TRICARE delivery organi- 
zations to make sure that they get treated. But it is a challenge 
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when we get them hack home, making sure they get the care and 
support they need. 

Admiral Dunne. Sir, if I might also comment, in Secretary Nich- 
olson’s task force we also discovered that, with the Guard and Re- 
serve, when they would go home and then try to do the post-de- 
ployment health reassessment, we found that it would be helpful 
if the local VA medical center was represented at those sessions, 
and so, as a result of the task force, we have taken that action to 
get from DOD the schedule of when those reassessments are taking 
place, and then we task the closest medical center to support those 
events and have VA experts available at those sessions. 

So we are aware of potential problems. Guard and Reserve, and 
we are working hard to try to find solutions to the process to allevi- 
ate those. 

General Schoomaker. Let me add one additional comment to my 
earlier comments. 

When we have looked very carefully at one of the critical steps 
in adjudication of disability for both Reserve component and active 
component soldiers, you need to understand. Congressman, we 
have not found any systemic evidence that the two are treated dif- 
ferently at that level. I think much of what you are describing is 
a perception at our facilities. What Mr. Dominguez said and what 
the Admiral said is exactly right — when they get back out to their 
communities, it is very hard for us to reach out and touch them, 
and we are working very actively to try to find the resources nec- 
essary to extend that care. 

But certainly at the point of separation and adjudication of dis- 
ability, Reserve component soldiers sit on the boards that adju- 
dicate their disability, and we have found no evidence, in looking 
back at those adjudications, that there is any systemic bias. 

Mr. Tierney. Thank you, Mr. Turner. 

Mr. Bertoni. Excuse me. Can I offer up just a quick observation? 

Last year we actually did a study for the Armed Services Com- 
mittee where we were asked to look at disparities in the ratings 
system for Reservists and active duty. We did a very sophisticated 
analysis of outcomes, and it is true we couldn’t find a real disparity 
between the ratings level between Army active service members 
and Reservists, but we did find that the Reservists were less likely 
to receive disability retirement benefits as well as lump sum bene- 
fits. The data was insufficient for us to determine the reasons for 
that. It just wasn’t available. 

We think a couple of things were going on. I think one of the 
things was the 8-year pre-existing condition rule. A Reservist en- 
tering the service in 1985 fulfilling all the obligations of his com- 
mitment or her commitment going on a 1-year tour of Iraq and Af- 
ghanistan, by 2005 that person would only have 6.9 years of cred- 
itable service and would fall within the 8-year pre-existing condi- 
tion rule, so that is certainly a factor. 

Generally, time and service would come into play also. If they 
didn’t have the 20 years, they certainly wouldn’t get the 20 years 
in that period of time based on based on Reserve status. 

I testified before the Dole/Shalala Commission on this issue and 
brought forth a couple of points. 
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There are 26,000 service members assessed through DOD’s sys- 
tem in 2006 or 2005. One in four of those was a Reservist, so not 
only do we have more Reservists making up a larger share of our 
military force, but we also have more Reservists coming in and 
seeking disability services, so I think we really need to look at our 
policies currently and whether they are serving the Reservists. 

Mr. Tierney. Thank you. 

Thank you again, Mr. Turner. 

Mr. Turner. Thank you, Mr. Chairman. 

Mr. Tierney. Ms. McCollum. 

Ms. McCollum. Thank you, Mr. Chairman. Thank you for the 
followup that you have been doing on this issue, because quite 
often it comes to light and then there is a lot of excitement and 
people are making plans, and then no one follows up to make sure 
the plans actually are implemented, so thank you so much for this 
hearing. I thank the gentlemen here today for their testimony. 

I am not a stranger to the VA system. My father was a disabled 
vet. I am a regular fixture quite often at our VA facility in Min- 
neapolis. I would like to commend the work that I have seen done 
in the poly trauma units, the lessons learned from the roll-outs as 
the units have gone through, the video linking with the families 
being present and the doctors speaking to one another with the pa- 
tients. So there has been a lot of work done in there because basi- 
cally you were starting from ground zero, so you could kind of in- 
vent the platform that you wanted to work off of using updated 
technology. 

But that is not necessarily the case you see in the other parts 
of the VA system. One area, even in the poly trauma unit, that I 
am concerned about is the Department of Defense person that is 
assigned there to make sure that the flow of the paperwork goes 
forward. Most of that time that person is there for 3 months. It is 
not a career maker to be assigned to that unit, and so there even 
might be people who look at this as something that, if they can get 
transferred out of quickly, that they will. I think that service in 
that unit has a lot to offer for families. 

The Marines, however, have decided to make this a priority, and 
the Marines that I have spoken with at our facility in Minneapolis 
are planning on being there for a year. 

My comments now shift more to GAO. One of the things that we 
heard Mr. Dominguez say is, as we go through with the disparities 
rating, DOD is looking at moving forward with the VA disability 
rating. I turn my attention to page 17 of the GAO report, and there 
are two things on there I would like to have you comment on. One 
is the lack of confidence that our service men and women often 
have in the disability rating system, both in DOD and possibly VA. 
And second is the way in which the VA’s rating system needs to 
be updated to reflect what is currently going on in today’s labor 
market. Maybe if you could even comment, I had many people I 
case worked with, airline mechanics receive shoulder injuries, arm 
injuries, they were very concerned about their ability to return 
back to work and return back to work at a level which would allow 
them to move forward. 

The other issue I would like to see addressed, and DOD and VA 
keeps talking about their plans. You folks did the study. I haven’t 



134 


seen any budgets on how these plans are going to be implemented. 
I mean, we need to know. I serve on the Appropriations Committee. 
We need to know what we should be setting aside to appropriate 
to make these plans become a reality, both in the transfer of tech- 
nology and what this is going to mean to staffing personnel. 

Mr. Chairman, the buzzer is going off, but I would just also like 
to bring to the Chair’s attention there is concern that traumatic 
brain injuries might lead to epilepsy for some of our service men 
and women later on in life, and my understanding is the VA, where 
they are in working with NIH to make sure that this is addressed 
and is not considered a pre-existing condition, ignoring that. 

Thank you, Mr. Chair. 

Mr. Tierney. Thank you very much, Ms. McCollum. 

Mr. Lynch, do you have any objection? Mr. Hodes apparently has 
another meeting to go to and he has asked to ask a question before 
he leaves. Does that fit with your schedule, or do you also have a 
place to go? 

Mr. Lynch. Well, we have votes. 

Mr. Tierney. We have two people to question before we go. 

Mr. Lynch. I’m sorry? 

Mr. Tierney. We have both Mr. Hodes and you, will you be able 
to get your questions in before we go. 

Mr. Lynch. Yes. I have no problem. 

Mr. Tierney. Great. 

Mr. Hodes, please proceed. 

Mr. Hodes. Thank you, Mr. Chairman, and thank you for hold- 
ing these hearings. 

As you are all aware, these matters first came to prominence 
with articles about substandard care at Walter Reed that appeared 
in the Washington Post, and among the results of the articles and 
initial hearings was the testimony by Sergeant Shannon, who had 
lost an eye, suffered head trauma, and testified about languishing 
at Walter Reed for 2 years, and he talked about the difficulties he 
had had. 

Now here we are in September, with all the attention that has 
been paid. We met Sergeant Shannon on Monday. He is back in the 
newspapers again. There was an article about his retirement pa- 
pers having been lost, and he is now going to have to wait until 
December or January before he can retire. 

The subcommittee went to Walter Reed on Monday, and we 
thank you. General Schoomaker, for briefing us and for telling us 
about your efforts. We had the opportunity to meet with a large 
group of soldiers in a room without brass, and we heard horror sto- 
ries from them. They told of case managers who are unqualified, 
not doing their job, not up to the task. They told us of delays in 
pay or not receiving the awards due to them for their service to the 
country. They told about continuing to languish at Walter Reed for 
months or years. They told about continuing problems with sched- 
uling medical appointments so that they were basically jerked back 
and forth about their scheduling. One soldier said to us sarcasti- 
cally, “Walter Reed was the best place I have ever been incarcer- 
ated.” 
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When we asked them whether they prefer to go back to Iraq or 
be in Walter Reed, nearly all of them said they wanted to go back 
to Iraq. 

I have a constituent who turned to me to help him because he 
has been experiencing the same kind of thing on an ongoing basis, 
and I have been advocating for him within the system. He had to 
turn to his Congressman to advocate for him within this system. 

The Army apparently will agree that Walter Reed’s problems are 
a microcosm of those found throughout the Army. I would like to 
know first why are these horror stories still continuing as of our 
visit on Monday, No. 1? 

No. 2, I would like to move on to questions about the case man- 
agement system. But why are we still hearing this? 

General Schoomaker. Well, I think that is a difficult question. 
You met with 31 or 34 soldiers, I believe, on Monday when you 
went a self-selected group of soldiers, in large measure, who want- 
ed to talk to you. We have 680 soldiers in that category right now 
at Walter Reed, and so you have seen a subset of the whole popu- 
lation. 

I would venture to say that every one of the soldiers that you 
saw has an individual case with an individual set of family or per- 
sonal problems and we have to work through each and every one 
of. This is a difficult time in the lives of all of these soldiers. We 
acknowledge the fact that we start off in a difficult position with 
them trying to establish trust and a relationship. They have gone 
into the Army, or in some cases they have gone overseas, and have 
come back not the same people that they went. We start at a dis- 
advantage. We t^ to rebuild that relationship, but we aren’t al- 
ways successful in overcoming all of the problems these soldiers 
face. 

All I can tell you. Congressman, is if you give me details about 
each and every one of them, we can address them through the de- 
vices that we have, acknowledging that we continue to seek solu- 
tions to this single adjudication process that has already been al- 
luded to by our leaders within the DOD and the VA. That still rep- 
resents and represented for Sergeant Shannon one of his hot but- 
ton points, as they approach the final adjudication of their disabil- 
ity, it elicits enormous anxiety and resentment about their service 
and how we are treating them and how we as a Nation see their 
service. 

If you give me details about any of those horror stories, sir, I will 
personally take them on. 

Mr. Hodes. Is it your testimony that the soldiers who we visited 
with on Monday are not representative of the active duty out- 
patient population at Walter Reed now? 

General Schoomaker. Yes, sir. I would have to say that is true. 
I was placed in that position to solve the problems of Walter Reed, 
and if at the end of this period of time, with all the efforts that 
we have put into it, if all of the soldiers at Walter Reed are charac- 
terized by what you just described, I would say that I have been 
a failure as a commander and I should be held accountable. 

This is not the general rule. I can’t say that every soldier is 
happy with what is going on in their lives. As I explained before, 
they start at a disadvantage. They have come back ill or injured. 
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They are going back into communities, some of them unable to re- 
sume their employment. But no, sir, I would not say that this char- 
acterizes the rule for our soldiers. 

Mr. Hodes. I see my time is up. 

The only comment I would make. General, is I appreciate the 
task that you have undertaken in trying to reform the way things 
are done, but I suggest to you that if there is one horror story at 
Walter Reed, then there is room for accountability, and it should 
not be up to Congress to tell you who is having problems, but for 
you and your staff and the case managers to find out who is having 
problems and address them as quickly and completely as possible. 

Thank you. General. 

Mr. Tierney. Thank you, Mr. Hodes. 

Mr. Lynch. 

Mr. Lynch. Thank you, Mr. Chairman. 

I want to thank the panelists for attending, as well, helping the 
committee with its work. 

I have a couple of questions, and they are related. 

As previously noted by the GAO in its March 31, 2006, report, 
the Department of Defense grants each of the branches of the serv- 
ice considerable discretion in how it evaluates disability. That is 
with, one, respect to a determination of whether the service mem- 
ber is fit to duty, and second, with respect to the assignment of dis- 
ability ratings. Specifically, each branch of the armed services man- 
ages its own physical disability evaluation system, which includes 
the MEB, the Medical Evaluation Board, and the PEB, the Phys- 
ical Evaluation Board. 

I asked the Department of Defense to send me the numbers on 
how each branch of the service handles these evaluations for dis- 
ability. I was surprised. Well, maybe I shouldn’t have been, but I 
was. When you take the Navy’s numbers, and those include the 
Marines, they basically had determination rate of about 35 percent, 
either totally or temporarily disabled, 35 percent for the Navy. The 
Air Eorce has about 24 percent. The figure that really stood out to 
me was the Army. The Army has about 50 percent of all of the dis- 
ability claims before it, and it approves only 4 percent. That is 4 
percent compared to the other branches for permanent and then 15 
percent for temporary disability. 

Now I hear today from Mr. Dominguez that we are going to 
merge the standards of the DOD with that of the VA, and I think 
it was Mr. Bertoni who said earlier today the VA has a 400,000 
case backlog. I know from my own personal experience dealing with 
my veterans back home in the Ninth Congressional District of Mas- 
sachusetts that I have typically an 8-month waiting period before 
one of my vets can go see a doctor, a VA doctor. I am afraid of that, 
you merg:e two systems. 

I associate myself with the remarks of Mr. Hodes earlier. We met 
with 30 to 35 soldiers at Walter Reed on Monday who were very, 
very unhappy, and the chief complaint, if I could generalize, was 
the mind-numbing bureaucracy that they have to deal with in get- 
ting treated with dignity and respect and having their cases re- 
solved. 

It varied. Some felt they shouldn’t be there, they were fine, and 
they wanted to go back with their units. They wanted to go back 
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as war-fighters. Others were being held for more-extensive injuries. 
There were some amputees who certainly needed to he there, hut 
also needed to have their cases dealt with in a more expeditious 
manner. 

Given the different standards here, you have a military DOD sys- 
tem that evaluates a soldier based on their fitness for duty, given 
their rank and their responsibility. That is the DOD standard. The 
VA system is looking at their employability as a civilian and they 
are basing their disability evaluation on that standard. 

When you merge these two, I am afraid you are going to discount 
the first. Defense Department disability based on their actual inju- 
ries, and you are going to moderate that because you are going to 
find some type of employability on the other end. I am just very 
concerned about the merger of these standards. I want our war- 
fighters to be treated with the dignity and the respect that they de- 
serve, but I have to raise a fair amount of caution here because of 
the two standards. 

Let me throw it out to all of you. How do we basically. No. 1, 
eliminate the disparity between the Navy, the Marines, the Air 
Force, and the Army, and then at the same time reconcile the dif- 
ferences between the two standards, one a civilian standard and 
one a military standard in evaluating these disabilities? 

Mr. Tierney. Mr. Lynch, if I can interrupt for a second, I am 
going to give you the option to pick one and ask them to answer 
in 30 seconds. You have 3 minutes to vote. We will come back and 
you will be the first to address them when we come back. 

Mr. Lynch. OK. I pick the first one. 

Mr. Tierney. What is that? 

Mr. Lynch. We are going to come back? 

Mr. Tierney. We are going to come back. 

Mr. Lynch. Why don’t we come back? 

Mr. Tierney. All right. Thank you all very much. Another 10- 
minute interruption for votes, and we will see if we can get there 
in 3 minutes or not. Thank you. 

[Recess.] 

Mr. Tierney. The subcommittee will resume. 

Mr. Dominguez. 

Mr. Lynch. Would you like me to restate the question, Mr. 
Chairman? 

Mr. Tierney. No, thank you, Mr. Lynch. It was a 5-minute ques- 
tion. 

Mr. Dominguez, go right ahead. 

Mr. Dominguez. Sir, let me first address how this process will 
work. The first is that there will be a single, comprehensive medi- 
cal exam, and it will be done to standards using a template that 
the VA provides so that we can make sure we document the medi- 
cal condition, each and every medical condition in it, so it is docu- 
mented. So if there is an issue with a joint, then the circumstances 
around it and the degree of flexion of the joint, and those kind of 
things, are all documented so that the down-stream actions can all 
be taken and formed by that. 

That exam will go to a PAB — Personnel Evaluation Board — 
which is military members who will use that information and look 
at the medical conditions, and bump that against the standards for 
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performance of a job within a unique individual’s service and with- 
in a skill and within a grade and specialty. So the decisions then 
are being made based on a medical description against a service 
specified standards for this individual to do his or her job. 

Once that evaluation board determines that the individual is 
unfit and will likely have to leave the service, that case file is then 
forwarded to the DVA rating examiners. It is only at that point 
that a rating is associated with the condition. That comes back to 
DOD for one decision only, which is, “Are you separated or re- 
tired?” That is how we would use it in our process. And, of course, 
the current law provides the degree of retirement pay you are enti- 
tled to. This is also a function of the degree of the disability above 
30 percent. At 30 percent you are retired. Above that, it affects how 
much you are paid in your DOD retirement annuity. 

Of course, you have all the appeal rights, etc., but that is how 
we would use it. So we are using medical information to make this 
military determination, and that determination is different by each 
service, because each service standard for what is required to do 
the job is different and unique. 

You can be an airman with an injured back but not an infantry- 
man, because you wouldn’t be able to carry the rucksack, for exam- 
ple. 

I hope that answers your question sir. 

Mr. Tierney. Ms. McCollum, did you want to ask Mr. Lynch to 
yield? 

Ms. McCollum. Yes. Mr. Lynch, would you yield? 

Mr. Lynch. I would. Yes. 

Ms. McCollum. Explain to me how the National Guard gets fig- 
ured into that, which was part of my questions that I had asked 
earlier. I am a highly trained airplane mechanic. I am called up, 
active duty. Let’s say my shoulder is destroyed. I can’t go back to 
work as an airline mechanic any more. What do you do for that in- 
dividual? 

Mr. Dominguez. Ma’am, there were two parts to the question. 
Assuming you were a National Guardsman airplane mechanic in 
the Guard and we found your condition unfitting and determined 
that you needed to be retired, just like any member of the armed 
forces, you would then be retired by the Disability Board. You 
would be given a retirement annuity based on the level of disabil- 
ity — in the pilot, again, assigned by a DVA rating panel. Then, by 
that time the VA will already have your records. They will have 
already determined the degree of disability. You would be then 
compensated 

Ms. McCollum. Excuse me, Mr. Chairman. I am not talking 
about somebody who was an airline mechanic and that was part of 
their job in the National Guard. We have people who are DOD em- 
ployees who do an excellent job of maintaining aircraft to St. Paul/ 
Minneapolis and Homeland Field in St. Paul. I am not talking 
about those. I am talking about the gentleman who was called up 
for active duty who works for Northwest Airlines and can’t go back 
to work. What do you do for that individual? 

Mr. Dominguez. Once they are retired from the DOD they then 
go to the DVA, and it is Admiral Dunne’s challenge at that point. 
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Mr. Tierney. Nice hand-off, Mr. Dominguez. I have to hand it to 
you, that was good. 

Admiral Dunne. When the claim is filed and the medical condi- 
tion is evaluated in accordance with the VA templates, not only the 
shoulder, but any other condition which the veteran identifies and 
we have a medical evaluation of is taken to the ratings schedule, 
and based on the ratings schedule the disability percentages are 
applied for that veteran for every item that they claim. 

Mr. Tierney. Thank you. 

Mr. Shays. 

Mr. Shays. I thank you, Mr. Chairman, again for doing this 
hearing. 

I am somewhat conflicted by the challenge that you have to face. 
General, and the others. When we came and met on Monday I felt 
that I was meeting with a representative group of traumatic brain 
injury soldiers, and others, dealing with some very real, as they 
said, mental issues. I didn’t feel we were dealing with some of the 
other physical challenges. So to that extent I do agree it is not rep- 
resentative, but it is representative, it seems to me, of those who 
are dealing with brain injuries and so on. 

On one side we had a group that was complaining that they 
weren’t being discharged, and on the other side we had people who 
were afraid that someone might say something was wrong with 
them and they couldn’t go back into the service. 

I tried to put myself in the position of a doctor. If you believe 
that some are there because they are soldiers and Marines and oth- 
ers and they want to go back, but they may not be well enough to 
go back, I am struck with the fact that as a physician you have a 
difficult task. You have to try to see who is not qualified to go back 
and who need to be discharged, and neither side may like your out- 
come. 

Now, the one thing that I was struck with, though, there was one 
physician in particular. One doctor that almost everyone there, 
anyone who came in contact with him — no one defended him — that 
he was disrespectful, biased against Guards and Reservists, and 
some said incompetent. We have heard complaints about this doc- 
tor by others, because our staff does extensive work. Evidently he 
seems to be a key player, and I have a feeling. General, that you 
may know which one this is because there is one who clearly gets 
a lot of complaints. 

Without discussing the individual, what is the argument that he 
still is there? 

General Schoomaker. Well, first of all, let me just make it very 
clear, the two points you have made I think are very good ones. 
Virtually every soldier I have ever met in a military hospital, even 
our amputees under the most desperate circumstances, wants to go 
back to war, wants to go back where their colleagues are. It is 
heartbreaking to have to tell people that they cannot serve in the 
capacity that they came into the service, especially when they are 
leaving an active theater war. 

It is very difficult to work with patients who have a variety of 
disabilities and problems that are going to keep them out of that. 
Frankly, that doesn’t fall to the physician or to the medical commu- 
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nity. In general it falls to the line commander who is part of that 
equation. 

Mr. Shays. It is difficult. I just want to interject myself. When 
you hear of people being there for a year, 18 months, you begin to 
think there clearly are some breakdowns there, I just want to say 
parenthetically. 

General Schoomaker. I mean, again, I am very careful about not 
making generalizations, because as I have said in many forums, 
every patient and every family is different. 

One of our heroes is Retired General Freddy Franks, who came 
back from Vietnam and ultimately lost a portion of his leg. He was 
21 months in an Army convalescent hospital at Valley Forge and 
returned to duty. He ended his service as a four-star general. He 
was the Corps Commander that took the Seventh Corps in the first 
Gulf war into Iraq. So every time I am given a timeline to hold a 
soldier to, I am always pointing out that is not fair. 

Mr. Shays. What about this doctor? 

General Schoomaker. The doctor in question, his care has been 
looked at very carefully by other physicians in his practice, and his 
care objectively has always been determined to be appropriate. 
What I was led to believe was that he was taken out of the front 
line of caring for these patients. 

I will have to go back, sir, and just confirm whether they are 
talking about prior events and encounters with him. What we have 
moved toward very, very firmly at Walter Reed and across the 
Army are dedicated, in a sense, institutionalized MEB doctors — 
Medical Evaluation Board doctors — whose specialty, in a sense, is 
to take care of the Medical Evaluation Board. But I will take that 
question and get back to you for the record. 

[The information referred to follows:] 
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CHARRTS No.: HOGR-02-021 
House Government Reform Committee 
Hearing Date: September 26, 2007 
Subject: Third Walter Reed Oversight Hearing 
Congressman: Congressman Shays 
Witness: Major General Schoomaker 
Question: #21 

Problem Doctor 

Question: I asked a question during the hearing concerning one specific doctor about 
whom the Committee has heard serious complaints about since the beginning of our 
investigation in 2004. On Monday during our visit, most of the soldiers that we heard from had 
similar complaints. Can you please confirm the name of this doctor, and tell me why someone 
that has so many complaints about his treatments, evaluations and compassion is still on your 
staff? What will you do to address this? 

Answer: There have been a number of vocal, persistent complainants regarding care 
received by Walter Reed’s Orthopedic Medical Evaluation Physician, Dr. Harvey Cohen. He is 
a retired, non-operative physician who is an expert in the Medical Evaluation Board (MEB) 
process with decades of experience in evaluating and caring for Soldiers with orthopedic 
complaints. 

Dr. Cohen can at times be blunt with Soldiers, and he has been criticized for not offering 
operative solutions to Soldiers with chronic musculoskeletal pain syndromes when he believes 
they are not indicated. 

As part of the routine reprivileging process at Walter Reed, Dr. Cohen's peer review was 
completed on June 19, 2007 by the Chief of the Orthopedic Service. Upon examination by 
senior clinical staff, his privileges were granted as there were no trends that would indicate that 
Dr. Cohen's practice of orthopedic medicine did not meet the standard of care. 

Since we first heard of complaints at the time of the Washington Post articles in 
February 2007, we have offered a second opinion to any Soldier who is dissatisfied with the care 
provided by Dr. Cohen. A handful of patients have requested and been afforded this second 
opinion. In addition, we initiated a “Customer Advocacy Program” in the Department of 
Orthopedics and Rehabilitation requesting patients complete an anonymous survey at the 
conclusion of their outpatient visit. 

As of 10 October 2007, the Customer Advocacy Program continues in the Orthopedic 
Clinic in support of Warriors undergoing the MEB process. This program continues to be 
supported by all staff coming in contact with the transitioning Soldier. We continue to offer a 
customer satisfaction survey to each of these Soldiers. Since the inception of the program, 74 
voluntary anonymous surveys have been filled out and returned to staff. Fifteen surveys 
expressed some degree of dissatisfaction with Dr. Cohen, but 1 1 of these concerned timeliness. 
We are addre.ssing this with management of Dr. Cohen's appointment template. No other 
negative comments or indications have been noted, and the remainder of the reviews has been 
positive. Each passing month since the inception of the Advocacy Program has produced fewer 
completed surveys. There have been no instances where any of the other staff in the clinic have 
been asked to advocate/intervene for a Soldier during this time frame. 
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In addition, since February there have been two open contracts for non-operative 
orthopedic physicians to provide additional support to Dr. Cohen. We have been unsuccessful in 
filling these positions, and anticipate that even if they were filled, it would take 6-12 months to 
bring the physician to the level of expertise that Dr. Cohen possesses. 

The MEB process at Walter Reed has recently been revamped with the development of 
an MEB Service where a specially trained MEB Physician “owns” the MEB process for an 
individual patient and in many cases provides the musculoskeletal and range of motion 
evaluations that are required by the MEB. 
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Mr. Shays. I see a yellow light, but let me ask this: In regards 
to the Board, there seemed to be tremendous fear on the Board. Is 
that simply because the Board basically plays God on what hap- 
pens to these individuals? 

General Schoomaker. You are talking about the Physical Eval- 
uation Board, sir? 

Mr. Shays. Yes. 

General Schoomaker. Yes, sir. I think for the average soldier 
this is especially true. Ms. McCollum I think hit a very important 
point. I mean, soldiers come in. They are declared unfitting for the 
service and for the role that they play in the service, but they go 
back into other civilian roles. They can’t go back. Maybe they come 
in and serve as an infantryman, but they are going to go back and 
walk a beat as a policeman or woman. What they face is what is 
going to be life for them now and their family. 

They know that there is a threshold of 30 percent disability. The 
30 percent disability renders them eligible for TRICARE healthcare 
benefits for themselves and for their family. Everybody knows 
within my hospital, and everybody within the Medical Evaluation 
Board system knows, about the 30 percent, but if the unfitting con- 
dition that renders you unfit to serve in whatever capacity you are 
that only gives you 10 or 20 percent, and by policy and by law, as 
I understand it, we are limited to that even if the VA later adju- 
dicates all of the associated injuries or illnesses as giving them 
more than 30 percent. We are held to the unfitting condition, and 
so they may be separated with a single lump payment, and no 
healthcare benefits for their entire family that they would get if 
they reached the 30 percent disability rating. 

I think that is going to remain a hot button item under any dis- 
ability evaluation system that we have, and that has to be re- 
solved. 

Mr. Shays. Just an ending comment. Thank you, Mr. Chairman. 
That did come up continually about their health benefits. Their 
health benefits almost seemed more important than any financial 
benefit they get, and it may behoove us to look at that issue and 
see what kind of flexibility could take place. 

Mr. Tierney. Thank you, Mr. Shays. And it was a point that 
came up again and again, and that adversarial nature is what re- 
sults from that. I mean, I think that we are going to look at that 
as part of that, look and see whether or not on the other end com- 
ing out, whether something can’t be done with healthcare, work on 
that. 

Is there any member of the panel that would like to ask another 
question, that feels some business has gone unfinished from their 
perspective? 

Ms. McCollum. Are they going to answer the questions that I 
asked before you started collectively gathering the questions? 

Mr. Tierney. If you have another question you want to ask, or 
you don’t feel was responded to, you could ask it here if you like. 

Ms. McCollum. They didn’t have an opportunity. 

Mr. Tierney. Well go ahead and ask. 

Ms. McCollum. I had asked about refreshing the VA’s disability 
standards. The distrust that kind of exists between the servicemen 
and women with the Disability Rating Board, and I think that 
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came forward because most people get turned down the first time. 
That has been my experience quite often, and they are going 
through an appellate process and it is long and it is cumbersome. 
So you would need some suggestions on that. 

And then the other question I had to kind of capsulate, so we can 
wrap up is: all of these plans and programs that have been put in 
place at the hospitals for the poly trauma unit, for having the case 
worker be there — and I am probably using the wrong term now — 
the Department of Defense person there, to help with the paper- 
work and to move things forward being there longer than 3 
months. The budget being built in for all these new people that are 
being added as case workers, the money that is going to be needed 
to update these systems so that they are workable for transferrable 
records and make it seamless for the soldier, their families, and the 
doctors involved. I haven’t seen a budget for that. 

I have seen plans, lots of ideas, things being painfully imple- 
mented, in a slow process. But this Congress needs to have a budg- 
et so that we do it right, because I am assuming that the Depart- 
ment of Defense or the VA can’t take this “all out of hide.” These 
are big price-tag items, and I am on the Appropriations Committee, 
and to the best of my knowledge I haven’t seen a budget for them. 
So I was asking for the gentleman here who conducted the review 
to let me know what they thought about that. 

Mr. Pendleton. We haven’t seen the budget figures either. Our 
understanding is that the costs, the incremental costs, will be in- 
cluded as part of the President’s budget. That is one of the initia- 
tives of the Senior Oversight Committee, and you have representa- 
tives here. We have outstanding requests for that, but we honestly 
at this point don’t know. 

Ms. McCollum. Mr. Chair, could I ask DOD and VA? It has 
been ongoing. It has been 10 years since you have been going to 
integrate your records. Certainly you have a budget some place 
that we can look at, and look at today. Do you not? 

Mr. Dominguez. The budget that supports the integration and 
the sharing of information in the medical organizations is funded. 
It is part of the budget that was submitted in 2008. It is in the 
TRICARE piece of the budget. I will get back to Dr. Fissells. We 
can try to pull that out for you for the record. 

They will be certainly in the 2009 President’s budget submission 
changes to that, because we will be accelerating those activities. 

In the case of the standing up to Warrior Transition Units and 
those kind of staffing and those issues, because that happened in 
2008 the DOD and the services took that “out of hide” in terms of 
reprogramming in 2008. There may have been something in the 
supplemental that helped us. In fact, the Congress appropriated a 
huge amount for TBI and PTSD — for which we are deeply grate- 
ful — which really did accelerate a lot of the thinking and the activ- 
ity and our ability to respond to those crises. 

But in the 2009 submission of the President’s budget, we will 
make sure that these activities are called out to your attention 
when the President submits that budget to you. 

Ms. McCollum. Mr. Chair, could I ask GAO then why weren’t 
you able to get the budget numbers? 
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Mr. Dominguez. I was referring to future estimates for the new 
initiatives. I don’t know that they have been created yet. 

Mr. Tierney. Thank you. 

Mr. Shays, do you have a couple of final questions? 

Mr. Shays. First off, the GAO has really pointed out that DOD 
and the VA have been trying to work for 10 years to integrate and 
to share information, and there has to be a point where there is 
going to be some success here. The only thing I can conclude is it 
is just simply not a high priority. 

I would like to ask GAO two questions: what do you believe are 
the greatest challenges to the implementation of each of the rec- 
ommendations of the Dole/Shalala Report, and by each of them just 
give me some of the highlights, because we have been here very 
long? So what do you think are the greatest challenges to the im- 
plementation of these recommendations? 

Mr. Bertoni. Of the Dole/Shalala Report? 

Mr. Shays. Yes. 

Mr. Bertoni. In hearing the VA testimony, I took down some 
notes. It looks as though they have gone with a single comprehen- 
sive exam done to VA standards using VA templates. So we call 
that the Dole/Shalala light option of the four that we looked at. All 
the other options had the VA doing the exam as well as the rating. 
So it looks like they are moving toward the Dole/Shalala portions 
that don’t have to be addressed in legislation, which is a single 
exam and a single rating. 

I think folks on both sides agree that is probably the way to go. 
They had the single exam, and had the single rating. 

In terms of the two bureaucracies, I think there might be some 
push-back or concern as to who should actually have it in the end. 
I mean, changing management is going to be difficult. I think you 
need management support at the top. You need a plan. You need 
change agents within the agency to sort of convey to the troops and 
the bureaucrats that we are moving in this direction, and you need 
some early wins. If they go in this direction and implement the 
pilot, if they could show that they have substantially decreased 
timeframes, that is some early wins that can gain momentum. So 
that can help. 

I am concerned that they may not be paying enough attention to 
accuracy and consistency, sort of the three-pronged issues that we 
have identified. If the system is not viewed as hieing accurate and 
consistent, we are back to service member distrust, congressional 
oversight, all these things that brought us here today. So that is 
certainly an issue. 

Generally, getting in front of the implementation before consider- 
ing all of the unanswered questions is of concern to us. We would 
be interested in seeing how they arrived at this decision — the data 
that drove that decision. In our view it should be a data-driven de- 
cision outside of the politics and other contexts. 

I think, in general, again, large agency transformation is going 
to be difficult. This is larger than just re-engineering. 

Mr. Tierney. Would you yield for 1 second, Mr. Shays? 

Mr. Shays. Absolutely. 

Mr. Tierney. Mr. Dominguez, would you have any objection to 
your department and Admiral Dunne sharing that information 
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with the Government Accountability Office so that they could do 
analysis, look at the data upon which you based your determina- 
tion to go to this particular pilot program so that we, as a panel, 
could then in turn ask the Government Accountability Office to 
give us their assessment of that? 

Mr. Dominguez. Yes, sir. We are happy to share with the GAO. 

Mr. Tierney. We will ask the Government Accountability Office 
to take a look at then, and give us some idea then of what your 
views are toward that data. 

Mr. Bertoni. Sure. And to date the information exchange has 
been very good. I must say that we have had a lot of cooperation. 
We have been riding herd as these things move forward and asking 
for information as it is being produced. 

Mr. Tierney. Which is what we want. 

Mr. Bertoni. And we intend to ask. 

Mr. Tierney. And hopefully what this will continue to do is give 
us better insight as well. 

Do you have any other questions, Mr. Shays? 

Mr. Shays. I think Mr. Pendleton wanted to respond. 

Mr. Pendleton. Yes. We laid out in our statement the challenge 
of placing these recovery coordinators. Dole/Shalala recommended 
that these recovery coordinators come from the Public Health Serv- 
ice. The idea was that they be significantly high ranking and able 
to sort of break down bureaucracies, and I think not necessarily in 
either of the departments. 

The decisions that DOD and VA have made, I think, are these 
are going to be placed in VA. That can work, but I think that is 
going to require careful lines of accountability and other things as 
it goes forward. 

In terms of the information sharing, which you touched on, there 
has been some progress made. I think the most important thing 
that I saw in our review is there is a mark on the wall now. Octo- 
ber 31, 2008, DOD and VA have committed to have all information 
viewable, administrative and health information. So there is now 
a mark on the wall for that. 

I am not necessarily familiar with the history. There may have 
been previous marks on the wall, but there is one here. 

In general, I think follow-through after the limelight fades, the 
spotlight fades, is what is going to be more important. These plans, 
many of them are quite solid, are well thought through. I think the 
continued accountability, oversight, and keeping track of how well 
these things are being implemented, is going to be key over the 
long haul. 

Mr. Shays. I thank the gentleman. 

Thank you, Mr. Chairman. 

Mr. Tierney. Thank you. 

We have no intention of letting down the oversight from this end 
of it, and I know each of the departments feels a responsibility to 
do their own oversight. So I hope we are going to err on the side 
of too much oversight as opposed to too little on that much to the 
chagrin of some out there maybe, but I think it behooves us all to 
do that. 

Can either Admiral Dunne or Mr. Dominguez give me the an- 
swer as to why the decision was made to not use Public Health 
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Service Commission Corps, or similar people, instead of VA people 
as these recovery coordinators? 

Admiral DuNNE. Sir, I think we are going to work with the Pub- 
lic Health Service as we put this recovery coordinator system to- 
gether. Our two lead change agents, the two Deputy Secretaries of 
VA and Department of Defense, have signed out a memo which 
says that we are going to put together a pro^am that will recog- 
nize that Public Health Service has a consulting role with this, be 
part of the evaluation, etc. 

Mr. Tierney. But, it will not be the actual recovery coordinators. 
Is what you are saying? 

Admiral DuNNE. The plan as put together now would have VA 
employees, new VA employees, being the recovery coordinators. 

Mr. Tierney. What do you propose to be the chain of command 
in that? This recovery coordinator, as I understand it, is going to 
be above the triad of individuals that General Schoomaker has on 
bases. 

Admiral Dunne. Correct. 

Mr. Tierney. And who are they going to report to, or does the 
buck stop with them? Are they the patient’s advocate, or are they 
the department’s advocate? 

Admiral Dunne. They are the patient’s advocate, sir. 

Mr. Tierney. And they get to make the final shot, or do they 
have to report up to somebody else? 

Admiral DuNNE. They will be of a position description such that 
they have the seniority and the presence of mind to be able to un- 
derstand the system and know when it is time to say, based on 
common sense, somebody needs to do something here and fix this 
problem. They will be coordinators. 

Mr. Tierney. And they will have sufficient rank so that when 
they say, somebody will jump? 

Admiral Dunne. That is the intent. Yes, sir. 

Mr. Tierney. OK. Thank you. 

Admiral and Mr. Dominguez, the SOC is set to expire in May 
2008. Are you going to be done by then? 

Admiral Dunne. Sir, we hope to have made significant progress 
by May 2008, but that date was picked back in May of this year 
as a goal. We are going to work toward that goal, but we still have 
the Joint Executive Council, which is a joint VA and DOD organi- 
zation that will pick up the mantle and continue to follow through 
on anything that the SOC puts in place. 

Mr. Tierney. Thank you. 

Mr. Dominguez. Sir, if I might just add? 

Mr. Tierney. Sure. 

Mr. Dominguez. The SOC was envisioned and created as a crisis 
response organization to drive change fast. The changes that get 
implemented then will transition to the day-to-day oversight of this 
Joint Executive Council. That is where these changes will be insti- 
tutionalized, implemented, and sustained for all time. 

Mr. Tierney. Thank you. 

We are going to have additional oversight hearings. It would be 
helpful for us to determine, and ask for your cooperation with our 
staff on this, on whether we ought to have individual hearings on 
specific aspects of the concerns raised by the Government Account- 
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ability Office — in other words, a hearing on disability evaluation 
and that process, a hearing on TBI and PTSD and that situation, 
one on data sharing, and one on the Warrior Transition Units and 
their staffing on those matters, or whether we will have another 
one in the aggregate. 

Could each of you just, in a couple of words or less as we go down 
the line here, tell me when do you think would be an appropriate 
time for us to check back when we should be able to have answers 
to those, as to how we are proceeding, and a good idea that we are 
getting well along in our progress? 

Mr. Pendleton. On the issues relating to continuity of care, that 
is pretty much new work at GAO, and we haven’t done a lot of tire 
kicking yet. We want to get out to some units and see what the 
impacts are of some of these staffing shortfalls. It would take us 
a couple of months probably to be able to give you much new on 
that. 

Mr. Tierney. OK. And everything else? 

Mr. Pendleton. On the information and technology we have ex- 
perts at GAO that have been working on that for a long time. I 
think they could come and have a hearing. They are following that 
actually quite closely, and we cribbed some of their work for this. 

On the TBI/PTSD, we have a team following that as well. There 
was a mandate for us to look at that in the National Defense Au- 
thorization Act last year. That team is starting up, but much like 
the continuity of care work that we are doing, it is relatively new. 
Dan leads our disability specialty. 

Mr. Bertoni. Out of 14 or 15 engagements I have had, I prob- 
ably have eight right now that are VA or DOD looking at the bene- 
fits delivery, discharge system, vocational rehab for returning war- 
riors, overlaps, and inefficiencies in the system. We are about to 
kick a job off on looking at the temporary disability retirement list 
for TBI patients and just a range of work that is relevant to what 
is going on here now. We have been doing it for a couple of months, 
and, of course, in 2, 3, 4 months if we were asked to come up and 
give you an interim report on any of those issues. We would be able 
to do that. 

Mr. Tierney. Thank you. 

Mr. Bertoni. And certainly a final report in 8 or 9, 10 months. 

Mr. Tierney. Thank you. 

So when should we next look at what is happening at Walter 
Reed and the other 29 facilities in terms of all of these overriding 
issues? 

General Schoomaker. Well, sir, one of our milestone events is 
going to be January 2008 when we say we will be fully operational 
and capable for the Army medical action plan. I would say any 
time after that we should be accountable for how we are doing. 

Mr. Tierney. Thank you. 

Mr. Dominguez. 

Mr. Dominguez. Sir, my suggestion would be that we are ready 
now on the IT interoperability plans, what is going on, where we 
need to go. I think we are ready now on the PBI/PTSD. Again, 
ready now means to talk to you about where we are in this process. 
Lots of work in both of those in front of us, but we are ready now 
to explain them to you. 
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In terms of the disability evaluation system, we are not going to 
actually walk people through that until November. I would say in 
January is probably the right time again for you to take a deep 
dive into that and how it is working, because that is when we are 
actually going to startup the new system if all goes well. 

Admiral DuNNE. Sir, I agree with my partner on the time lines. 

Mr. Tierney. What a surprise. Thank you. 

Let me just end. I want to make one last note with respect to 
General Schoomaker. We heard some comments earlier about a 
number of the soldiers with whom we met and their particular 
cases on that. I think in fairness we ought to note that they were 
just introduced to a new ombudsman’s process as of last Friday, 
and you were kind enough to discuss it with us on the ride out to 
Walter Reed the other day. Maybe spend 1 minute at least telling 
us that there were three, I think, that you designated for Walter 
Reed, and what you would anticipate their role being, and whether 
they will be replicated, and when throughout the rest of the sys- 
tem? 

General Schoomaker. Thanks for giving me the opportunity to 
talk about that. 

It distresses me, no question, to know that we have a single case 
within the hospital of a warrior in transition who is not pleased 
with his or her care and administrative oversight. We have tried 
to offer as many options for giving us candid feedback anonymously 
or directly with attribution from these soldiers. One of which is the 
ombudsman program. I think, sir, you had a great deal to do with 
this, and that is patterned after ombudsmen in other realms be- 
sides health care, a truly objective arbiter that looks at the system 
for the patient, looks at the system as a system and tries to figure 
out where are the points of weakness, where are the points of solu- 
tion for that particular patient. 

We are bringing those folks on. We are making them available 
to our patients in Walter Reed and across the Army. 

Every soldier is also issued a 1-800 24/7 line that they can call 
and seek help for themselves or their families. We are very, very 
sensitive, especially in our Reserve component, about colleagues, 
their access to answers as symptoms may emerge, or as realiza- 
tions about their disability, or potential disability emerge, access to 
information. That is available, too. 

Mr. Tierney. Thank you very much. 

I want to thank you. In fact, it was a previous member of my 
staff that brought up the ombudsman situation, and you were kind 
enough to accept the concept and work with him on that. He hap- 
pened to be a veteran, himself It is amazing to me the number of 
veterans that are following what is going on with the progress on 
this and feel very committed to it. 

I thank each of you, gentlemen, for the commitment that you 
have made to helping us make sure that something is done. I think 
we are all disturbed. Everybody here is well intended. Everybody 
here is working hard at it. We may have some disagreements about 
whether it is fast enough, whether it might be done in a different 
way, or how we can improve it; but, nobody should doubt the com- 
mitment that has been made to get this resolved. I look forward 
to your cooperation, and we hope that together we will get this ex- 
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pedited. We will put to it the sense of urgency that is needed, and 
we will get the kind of treatment that our veterans deserve. 

Thank you all very, very much and for suffering through the 
interruptions that we have had today, as well. Thank you. 
[Whereupon, at 1:18 p.m., the subcommittee was adjourned.] 
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